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ABSTRACT
Health Care Needs of
Sheltered Homeless
Women
by
Mary E. Gauthier
Dr. Susan Kowalski, Examination Committee Chair
Associate Professor ofNursing
University o f Nevada, Las Vegas
Identification o f health needs o f sheltered homeless women is a vital step in assisting
this vulnerable population to productive members o f sockty. The purpose o f the study
was to determine the health care needs of sheltered homeless women in LasVegas. Few
studies have been done fecusing on the health needs of sheltered homeless women.
Dorthea Orem’s SelfGare Defeat Theory ofNursing provided the theoretical fiamework
for this descrÿtive stutfy. In order to identify health needs, fifiy women particÿated in
structured interviews vfoere both objective and subjective data were collected.
Frequencies were calculated in order to describe the population and identify similarities.
Data indicated that this group of sheltered homeless women were mostly Caucasian
(60%), single (32%) or divorced (32%), and had at least a high school education (77.6%).
Ages ranged from eighteen to sixty-eight years. Sixty percent rated their health as
excellent or good. Dental problems (64%) ranked as the most common problem among
the sanq)le. The women also e^qperienced sinus problems (56%), depression (42%), back
problems (40%), and insomnia (40%). Additional findings based on Spearman’s rho
corrrelations are he^fiil in describing positive relationshq>s among health problems and
m
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heahh ranking. In addition, a significant relationsfaq) was identified between the number of
positive risk fectors and health ranking. Results are applicable in nursing practice to
enable health practitioners and program planners to target sub-populations for needed
services.
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CHAPTERl

INTRODUCTION

Two to three million people in the United States are homeless (Adkins & Fields,
1992). One-fourth to one-third of this group are women and chfldreiL T h ^ are the
fostest growing subgroup o f the homeless population (Norton & Ridenour, 1995; Clarke,
WDiams, Percy & Kim, 1995; Baumann, 1993). Studies o f the homeless have been done
in most of the major cities in the nation (Schlossstein, St. Claire, & Connell, 1991; Carter,
Green, R , Green, L., & Dufour, 1994; Kinzel, 1991; Rossi, 1990; Eddins, 1993). It was
estimated in Las Vegas that homeless persons conprise between two to four percent of
the city’s population (Moore, 1989). This urban city has recentfy reached a population
base of 1.1 million qualifying it as a major city. Because it is a transient city, homelessness
is of even greater concern.
Researchers agree the incidence ofhomelessness is increasing (Norton & Rxlenor,
1995; Gelberg, & Linn, 1992; Clarke et aL, 1995). However, generalizations cannot be
made across studies because “homelessness” lacks a universal definition (Norton &
Ridenor; Jezewski, 1995; Clarke, et aL) and methods for calculating numbers of the
homeless varies (Barge & Norr, 1991).
Homelessness has changed over the years. Between 1950 and 1970, those Wio were
homeless primarify were described as older, alcoholic, unmarried, vdiite men living in skid
row communities. Today, however, there is an increasing population of young women
with children (Rossi, 1990; Adkins & Fields, 1992; Strauss, 1995; Norton & Ridenor,
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1995; Berne, Dato, Mason, & Raflferty, 1990; Weinreb & Rossi, 1995). These women find
themselves homeless after experiencing incidents of femDy problems, unemployment,
substance abuse, or domestic violence. Many relocate to seek enployment. In one Las
Vegas area study, about one-half o f the homeless had been in town under six months
(Moore, 1989). Fifty-eight percent were homeless less than six months, and 85% were
unemployed (Moore). Those most at risk include single parents, women, those with little
education or vocatk>nal «kiHR, the unemployed, nnnoritKS, and the chronically ill (Aday,
1994).

Challenge of Health Care
Obtaining health care is a challenge for homeless women for several reasons. There
is a lack of access to primary health care such as routine screenings, preventive care, and
health promotfon. Mary have inadequate transportation. Shelters are overcrowded and
noisy. Payment for services is problematic for those who cannot afford a place to live
(Carter et aL, 1994; Clarke et aL, 1995; Norton & Ridenour, 1995). Health status,
general medical problems, and the use o f medkal services by homeless fomflies are largefy
undescribed and unknown (Eddins, 1993).
Most health care services provided for the homeless are of a secondary or tertiary
nature. Because many homeless women are acutefy or chronically iU, secondary and
tertiary health services are necessary. However, affordable housing, education, job
training, prevention of fomify violence, adequate publfo assistance, prevention of
pregnancy and substance abuse, as well as accessible and adequate child care are also
necessary to address primary health concerns. Providing this vast array of services
requires coordinated and conprehensive community efforts (Norton & Rkienour, 1995).

Purpose
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In order to provide health care to sheltered homeless women, the health practitioner
must first understand the health needs o f this population. This vital information enables
health practitfoners and program planners to target sub-populatfons for needed services.
Therefore, the primary purpose o f this study was to determine the health care needs of
sheltered homeless women in Las Vegas.

Significance
Homekss women may account for twenty percent o f the population in shelters
(Brickner, et aL, 1986). If women are to move fiom homelessness to productive members
o f society, health needs must be addressed and m et Information collected can provide an
understanding o f this population’s health care needs which can provkie a foundatfon for
developing expropriate health care. The first step in providing appropriate health care is
to identify homeless women’s needs. Nurse practitioners are advocates for the
development of outreach programs for homeless women. Such outreach programs can
increase the access of homeless women to primary and preventive care (Strauss, 1995), as
well as providing secondary and tertiary care. By adequatefy preparing for these
programs, planners can avoid programs that do not meet this population’s needs.
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CHAPTER 2

REVIEW OF THE LITERATURE
The literature fiom the disciplines of nursing, medicine, and social work included a
review o f fifiy-seven articles qxanning the years 1982-1997. Relevant theoretkal research
of Dorthea E. Orem’s Self-Care Theory, vfoich provided a fiamework for this study, was
reviewed. Other relevant literature described the homeless and identified health needs
of this vulnerable population. Other Actors, such as socioeconomic and self-care risk
Actors, may affect homeless women’s health.
Orem’s Self Care Theory
Three theoretical constructs have been developed by nursing theorist Dorthea E.
Orem: the theory of selfcare deficits, the theory of selfcare, arxl the theory of nursing
systems. Selfcare is the construct that is central to nursing care and provides the basis for
this study. Selfcare is the “practice of activities that individuals initiate and perform on
their own behalf in maintaining life, health, and well-being.” (George, 1990). One
category of selfcare requirements is universal selfcare requisites, vAich are associated
with life processes and the maintenance of the integrity offauman structure and
fimctioning. They are considered common to all human beings during all stages o f the life
cycle and are viewed as interrelated Actors. Selfcare requisites can be defined as actions
directed toward the provision o f selfcare. The selfcare construct is at the center of
Orem’s general theory o f nursing because it identifies vdien nursing is necessary. Nursing
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tystems are divided into vfooify conqxensatory, partly conqxensatory, and
supportive-educative systems.
Orem’s concept o f nursing as the provision o f selfcare was first published in 1959
(George, 1990). Selfcare requisites were identified by Orem in 1971. This author was
not attempting to test Orem’s theories with this study, rather, it was used as a framework
to guide the study.
Three studies were done within the last five years that relate to ‘ixomelessness’’ or
“women” i^iich were based on Orem’s framework.
One study by Harris and Williams kientified universal self care requisites o f homeless
elderfy men, N=10 (1991). Tteir results supported Orem’s proposition that Universal
Self-Care requisites are common to all indivkiuals regardless of age, smc, developmental
level, health state or internal or exctemal conditions. Overall themes identified were
hazards, normalcy, food, water, activity and rest, and solitude and social interaction.
Meeting these universal selfcare requisites was integral to daily life and becomes more
difficult to do i^ien conditions such as homelessness exdst (Harris & Williams). These
themes suggested the need for nursing intervention. “For extangxk, nursing tystems could
be designed so that health and situatkxn-oriented needs are organized based on available
resources, self-reports, and individual assessments” (Harris & Wiliams, p. 42).
Seventy percent o f the partkÿants in the Harris and Williams study reported being
aware of health needs and the necessity for finding he^ to meet them Their self-reported
needs related to Orem’s themes of preventing hazards to life, fimctioning, and well-being.
Another study o f 127 women vdio were at least 30 weeks pregnant was done to
determine how prenatal care actions related to infent birth weight and maternal
hemoglobin. Orem’s selfcare deficit theory was used to gukk the research. It was found
that selfcare agency was significant^ and directfy related to basic prenatal care actions
Wxich related to infent birth weight (Hart, 1993).
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The last study done by Hartweg (1993) identified the self care actions of healthy
middle-aged women (N=153) to promote well-being. She found that women have
knowledge of self and have numerous, creative, and diverse actions to promote their
individual well being. Women with h%her levels of formal education performed more
selfcare actions related to activity, solitude, social interaction, hazards, and normalcy as
well as developmental and health deviation self care requisites. One unaqxected Aiding
was the inqxortance of di%nostic testing to well being. Women were cited as having
annual examinations and mammograms in order to inqxrove their well being. Selfcare
actions used for synqxtom care were meditation and homeopathic remedies. The most
common chronic illnesses in this study were arthritis and hypertension with .73 (SD=.9I)
as the average number of illnesses per person (Hartweg).
Orem’s self care requisites can be used to klentify common problems associated with
homelessness. Self care deficits odst when demands exceed the ability to meet them
(Park, 1989). By first assisting women to identify their selfcare requisites, nurses can
then assist women in learning how to care for themselves.

Descrÿtions o f the Homeless
Literature conqxared the “new” homeless to the homeless of the p ast The homeless
twenty to thirty years ago were older, viiite, uneducated, alcoholic men (Bowdler &
Barren, 1987; Gelberg & Lnm, 1992; May & Evans, 1994; Ropers & Boyer, 1987). The
“new” homeless include younger, nonvdiite, females who have a high school education
(Bowdler & BarreH, 1987; Gelberg & Linn, 1992; May & Evans; Ropers & Boyer).
Historicalfy, women were not part of the homeless populatiort Therefore, many
former studies ^xplkd to older, indigent men. However, Brickner et aL (1986) estimated
the national homeless population to be between 250,000 and three m illion He estimated
that iqx to twenty percent are women. Two-thirds are less than forty years of age
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(Robertson & Cousineau, 1986; Ropers & Boyer, 1987). Although there was a paucity of
information on women of childbearing years, it was known that homeless women were
conqxrised o f a heterogeneous group o f individuals with maity problems and needs (May &
Evans, 1994; Barge & Norr, 1991; Weinreb & Rossi, 1995).
Health needs are related to social, economic, and cultural needs in addition to
indivMual psychokxgkal and physiologic needs.
Health Needs o f the Homeless
Health problems of the homeless include physical, mental health, and dental health,
as well as alcohol and drug concerns (Mtty & Evans, 1994). Other Actors homeless
women Ace that may affect their health are risk Actors and socioeconomic Actors.

Physical Health Needs
Everyone is at risk for health problOTis. But impoverished populations, including the
homeless, have an even greater chance o f developing health problems (Aday,1994; Burg,
1994). Studks revealed that health practfoes o f homeless persons were poor (N= 108)
(Reed, Wineman, & Bechtel, 1995), and that the homeless had not received regular health
care (N=10) (Adkins, 1992). However, homeless participants in a study conducted in
South Carolina felt they were generalfy teahhy (82.2%) even though 29.7 percent were
taking medication for a health problem (Clarke et aL,1995).
Forty percent o f homeless adults (N=269) had at least one health problem (Ropers &
Boyer, 1987). Trauma, Le. hazardous sleeping arrangements, bums from fees made for
warmth, victims of stab wounds, blunt trauma, head trauma, gun shot wounds, sukide
attenqxts, fractures, and lacerations were major health problems identified among the
homeless. Common viral respiratory diseases, tuberculosis, infestations. Le. scabies and
lice, secondary skin infections caused from scratching, percherai vascular disease, and
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diabetes were found to be some o f the most common physical problems among the
homeless (Brickner et aL, 1986). Hatton found that cystitis, otitis media, sexually
transmitted diseases, alcohol and drug use, depression, suicidal behavior, and anxiety were
common among the homeless.
Research at St. Vincent’s Hospital in New Yoric identified illnesses of homeless
persons. These illnesses paralleled the most common illnesses affecting the general
population. They included l^pertension, arterfosclerotk cardiovascular diseases, and
major infoctfons. Other problems emerged vfoen illnesses remained untreated (Surber et
aL, 1988). For example, leg ulcers that could be easily treated in its early stages that were
left untreated until it became a medical emergency. Bowdler & Barrell (1987) found that
limb disorders and hypertension were the most common problems among homeless
persons (N=70). A study of homeless families (N=103, adults) dxxwed that the major
medical problems were respiratory (28%), gastrointestinal (28%), urinary (18%), and
reproductive (8%) (Eddins, 1993). In another study, more than 75% of those surveyed
(N=l 70) reported receiving medical servkes in the last year (Suber et aL, 1988).
Hospitalization records of homeless persons (N=285) were reviewed. The records
determined that the most common diagnoses were cellulitis (24%), trauma, respiratory
problems, and alcohol or drug problems. Other patients had congestive heart Ailure,
stroke, hypothermia, bums, dehydration, gangrene, sepsis, or cardiac arrest (Suber et aL,
1988).

Female Health Needs

Women represent an increasing percentage of the homeless population. Homeless
women reported noore gynecologic problems, such as cystitis and poor pregnancy
outcomes, than women in traditional housing (Norton & Ridenor, 1995). A study o f
homeless women (N=l 18) found that poor pregnancy outcome was a health problem
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(Schlossstem et aL, 1991). Genitourinary dysfunction was frequent in women of
childbearing years (Reüfy et aL, 1992).
Homeless women were found to have multÿle needs (Hagen, 1990). Homeless
women and children were the Astest growing segment of the homeless population with the
greatest needs (Bassuk et aL, 1986). In a study by Clarke et aL, m 1995, women Alt their
major health needs were safety and preventive care (N=157). Thty also felt that obtaining
health promotion services and routine preventive care was dif&ult because o f a lack of
available services, transportation, or lack of resources to pay for visit Blood pressure
checks. Pap smears, professional breast exams and mammogrqxhy were not routinefy
obtained by homeless women. According to Adkins & Fields (1992), illness-oriented care
seemed to be the norm among homeless women (N=10). Prevention was a very low
priority. All particqxants reported feeling all right about their health, but some exqxressed
uncertainly about how well they realty were because thty had not had regular check ups.

Dental Health Needs
Although dental health was identified as a need among homeless persons, there was a
paucity of information found in the literature. However, one study found that dental
problems were more common among homeless populations (Aday, 1994). Although May
& Evans (1994) identified a study that found that 42% of homeless respondents exqxressed
a need for dental care, dental care was considered a very kxw priority and was sought onty
in emergencies (Adkins & Fields, 1992).

Mental Health Needs
The prevalence of mental illness was greater among homeless women, while alcohol
and substance abuse were more common among men. This finding was similar to the
general population (Aday, 1994). In another study of men and women, substance abuse
was reported by 39.8% o f the participants (N=103), vdiile 28.2% reported having
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psychiatrie problems (Eddins, 1993). This study did not differentiate results between men
and women. The major mental illnesses found in the Suber et aL study were schizophrenia
(36%), major affective disorders (24%), substance abuse, and personality disorders.
Studies that Suber et aL revkwed in the 1980s determined that populations vdio suffered
from mental illness qxproximated forty percent. Slightly more than one-third of one study
(N=170) reported previous ptychiatric hospitalizations. Although depression was not
listed as an admitting diagnosis in a study in vdiich medkal records were reviewed, a high
prevalence o f depression and other affective disorders was to be expected among the
homeless population (Suber et aL, 1988). Depression (N=157) was the most common
reason (45%) that participants sought psychological treatment in a South Carolina study
(Clarke et aL, 1995).
However, women with dependent children were found to he less likety to have
mental illness or alcoholism than individual homeless women (Burg, 1994; Reilly, 1992)

Risk Factors o f the Homeless
Homelessness itself was a health risk (Ropers & Boyer, 1987). This was partially
due to a lack of access to health care (Brickner et aL, 1986; Bartek et aL, 1996.) The
degree of risk for health problems varied Ity where the homeless people resided, duration
ofhomelessness, and individual characteristks such as age and gender (Burg).
Selfcare risk Actors for health problems among the homeless include smoking,
obesity, sedentary lifestyle, alcohol abuse, drug use, high-risk sexual behavior, and danger
from living on the street (May & Evans, 1994). Inadequate nutrition and lack of privacy
to maintain adequate hygiene added to health problems (May & Evans).
Brickner et aL, found that homeless persons lacked access to health care and
common illnesses were magnified by environmental conditions. Lack o f access to primary

health care, routine screening, preventative or promotion services, vdiich increased the
vulnerability of an at-risk population, were also noted by Norton & Rklenor (1995) and
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Burg (1994). Inadequate transportation, overcrowded shelters, and maintaining nutrition
and adequate hygiene was a challenge to these women. In order to maintain health,
homeless persons depended on adequate shelter, nutrition, and sanitation- In the Harris &
Vrilliams study (1991) all o f the homeless elderty men had difficulty finding enough healthy
food, obtaining medicine, and finding clean water.
Famity violence was a major contributing Actor to the poverty and homelessness of
women. Evictions or domestic confikts were the most likely reason for becoming
homeless among women (Burg, 1994).
Self care primary prevention included safe sexual practices, controlled diets, and
smoking cessation (Burg, 1994). Medical problems that may be exacerbated Ity high risk
personal behaviors included AIDS, smoialty transmitted difeases, hypertension, diabetes,
and certain cancers. In a study Ity Ropers & Boyer (1987), forty-five percent of the
sanqxle (N=269) indicated that their health worsened after they no longer had a place to
live. Sixty-nine percent (N=70) used tobacco products and twenty percent reported
smoking over one pack per day (Bowdler & Barrell, 1987). These were all risks to the
health o f the homeless population.
Secondary prevention required screenings. Those recommended for women included
blood pressure screening. Pap smears, breast exams and mammogrzqxhy (Burg).
“Daity life lacks structure and routine, and survival needs become a priority.”, (Bassuk et
aL, 1993). These selfcare activitks were more difficult to accomplish when needs for
daity survival were not being met.

Social Factors o f the Homeless
Social Actors include support networks that in the past included extended Amilies
which now may or may not include nonrelatives. Without these networks of Amity and
fiiends, women have fewer defenses against poverty and are at much greater risk of
becoming homeless (Bassuk et aL, 1993). Women become isolated with no one available
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to relieve the burdens of sii%le parenthood. Childhood eqxeriences of sexual or physical
abuse or relationshqxs that were unstable during critical developmental years could be
damaging to women’s cqxacity to establish and sustain siqxportive relationshqxs (Bassuk et
aL). In the hopelessness o f living in a homeless situation, feelings of shame and feihire
arose among individual homeless women. In a study by Montgomery (1994), each of
seven wonKu interviewed chose tenqxorary disnqxtion, including homelessness, in order to
break away from something much worse ly maintaining their relatkxnshtys.

Economic Factors of the Homeless
Economic Actors were identified in a study of homeless persons by Bowdler &
Barrell (1987). Eighty-three percent reported that monty was one of their top three
overall problems. Eighty-nine percent reported housing as a major problem. Sixty-seven
percent had no job.
Approximatety one-third o f female headed Amilies were living below the poverty line
(Bassuk et aL, 1993). Bassuk et aL agreed with Bowdler & Barrell ly klentifying
economic problems that homeless persons encounter. They included extreme poverty and
lack of affordable housing. There was a shortage of low income housing in most cities.
Financial hardships were often exaggerated by the large numbers of absent Athers who Ail
to pay child support. In general, women’s incomes were less than half of those of their
male counterparts (Bassuk et aL). These were all barriers to self care.

Gaps in the Literature
Homelessness seemed to be growing rather than diminishing, and each local
population had unique dem ogr^hk characteristics and health needs (Carter et aL, 1994).
The problems of sheltered homeless women were multiAceted and conqxlex. Although
studies concentrating on homeless women have recentty been done, comprehensive data
on health condhkns o f sheltered female-headed Amilies is sparse (Burg, 1994).
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A limitation of studies done on the sheltered homeless is that the data was collected
6om the shelter directors and workers, and from review of poHcks (Aday, 1994; Surber,
1988; Barge & Norr, 1991). This may lead to potential bias regarding questions about
health. Homeless people often live without reporting their problems, especially ifthqr
don’t think they can be helped. Therefore, the records and study results may be
inaccurate.
Nursing research should be directed at documenting masting demogr^hks and
health needs of the homeless throughout the country (Bowdler & Barrell, 1987). In Los
Angeles, Ropers & Boyer identified health needs of homeless persons. This researcher
anticipated similar physical needs. For exanq)le, common viral respiratory disease,
infostations, secondary skin infections, and signs and synqitoms o f diabetes were found
and were e^qiected findings for the Las Vegas population. However, because this
population was sheltered, this researcher expected the environmental health fectors, such
as hazardous sleeping arrangements, bums, gun shot wounds, etc. to be much less (Ropers
& Boyer, 1987). No recent studies had been done in Las Vegas (Moore, 1989).
Studies had been done in other parts of the country. In New York, Surber (1987)
identified hypertension, cardiovascular disease and infections as major problems among
the homeless. This researcher anticipated similar results, even though this research was
done ly record review.
In South Carolina, Clarke (1995) found that almost thirty percent o f the homeless
population was takh% prescription medication for a health problem. The sanq)le of
homeless women felt that their major health needs were safety and preventive care.
However, Adkins & Fields (1992) found that prevention was a low prfori^. This
researcher eiqxected to find that prevention was a low priority among this population
because past clinical work that served the homeless in the area was mostly Illness-oriented.
Hatton (1997) found that cystitis, otitis media, sexualfy transmitted diseases, alcohol,
and drug use, depression, sufeklal behavior, and anxiety were common among the
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homeless. This was a recent study and similar findings were e3q>ected among this
population. Adkins & Fields found that pap smears, breast exams, and mammogrtq)hy
were not routinety done. This may be due to economfo foctors more than prioritization of
preventive health measures or illness orknted care. They also found dental needs to be a
low priority, and similar findings were ecpected.
Summary
Review of the literature included relevant theoretical research as well as relevant
research. The literature presented studies of homeless persons using Orem’s Theory of
Self Care which is the fiameworic for this study. Descriptions of homeless persons were
identified as well as health needs o f the homeless, including physical, female, dental, and
mental health. Risk fectors and socfoeconomic fectors i^xkh may affect health or selficare
were also discussed. In order to assess sheltered homeless women in Las Vegas and to
reduce bias of shelter volunteers and enq)loyees, this stucfy attenqited to determine the
health status of this populatfon and to determine the health needs and risk fectors o f this
subgroup by direct survey and health examination.
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CHAPTERS
CONCEPTUAL FRAMEWORK
The conceptual framework of this study was based on the Theory of Self-Care
(Orem, 1991) whkh is delineated in this chapter. Research questions, definitions,
and essential assunq)tions o f this study are presented.
Framework
Meeting basic needs through selfcare is an integral part of daily living, but it
becomes increasing^ difBcuh to meet these needs when certain conditions, such as
homelessness, predominate (Harris & Williams, 1991). According to Orem’s Theory of
Self-Care, basic needs, or selfcare requisites, are common to all humans. Selfcare
requisites are esqnessed insight about actions to be performed that are known or
hypothesized to be necessary in regulating human functioning and development.
Orem’s eight universal selfcare requisites include; suflBcient intake o f air, water, and
food, elimination, balance between activity and rest, balance between solitude and social
interaction, prevention of hazards, and normalcy. Normalcy includes the promotion of
human functioning and development within social groiq)s according to human potential

with regards to known limitations and the desire to be normal When a requisite is unmet,
a deficit occurs.
Nursing care may be needed when an individual is unable to perform selfcare action,
or is unable to provide and manage selfcare, on a continuous basis in order to sustain life
and health, recover from disease or ityury, or cope with their effects (Orem, 1991).

15
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However, a client’s need for nursing cannot be met unless these needs are recognized
(Orem, 1991).
Selfcare is accomplished in part Ity self care capahilitks. An individual must be
capable of caring for herselfbefore she can provide her own selfcare. Selfcare must
incorporate developed knowledge and abilities necessary to keep within the norms
conq)atible with life, health, and well-being. Selfcare is affected by one’s knowledge,
skills, and motivation.
Self-care agency is the acquired ability o f maturing persons to know and meet their
continuing requirements for actions to regulate their own functioning and development.
These acquired human abilities enable clients to make decisions that affect health and well
being.
Selfcare deficits often dictate self-care. A deficit is a relationdiq) between health
needs and the human ability to make decisions that affect health and well being. It is a g ^
in knowledge or c^)ability of an individual to care for herself Depending on vdiat must
be done to meet health needs, some o f these deficits can be met ty the client herself or
with siqiport or education. In other cases, nursing must intervene either parity or vfoolty
to assist the person in self-care. Nursing agency, which includes nurse practitionas,
intervenes when a deficit is identified. Once identified, deficits can be managed by nursing
through wholty conq>ensatory, partty compensatory and sipportive-educative tystems.
An example of a vdiolty compensatory system is a situation in vdfich the homeless
woman has no active role in the performance o f self care. An example o f a partty
compensatory system occurs when both the nurse and the homeless woman perform self
care measures or other actions involving manipulative tasks or ambulation. The
supportive-educative tystem is exemplified in a situatfon \^iere the homeless woman is
able to, or can and should learn to, perform required therapeutic self-care measures, but
needs assistance to do so.
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Nursing capabilities are fectored into the relationshp as nurses learn with experience
how best to assist their patients toward health throt%h self care.
Conditioning fectors affect individuals abUitks to engage in self care. They include
age, gender, developmental state, health state, sociocultural orkntation, health care Qrstem
fectors, femily system fectors, pattern o f living, environmental fectors, resource availability
and resource adequacy. These conditionna fectors affect both nursing agency and client
self care. These impact homeless women because so many conditioning fectors are
unstable in their lives.
Research Questions
The following research questions directed the study:
1. What socioeconomic fectors affect sheltered homeless women?
2. What are the health needs o f sheltered homekss women?
3. What health risk fectors are common among sheltered homeless women?

Definitions
A homeless person was conceptualty defined as a person wfeo by choice or
circumstances, has no place that would be considered a home. A homeless person was
one ^ o has "no fixed abode or night-time shelter other than that provided by a private or
pubUc agency”. This did not include those living on the street, other inadequate housing
or those doubling iq> with fiiends or relatives (Adkins & Fklds, 1992). Operationally, to
be considered homeless for this study, the woman had to be a resident o f a shelter for at
least twenty-four hours.
A shelter was conceptualty defined as something that provkles cover or protection.
Operationalty, a shelter was a private or publkty fimded tenporary refijge viiere an
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individual can spend the night. The woman may continue to “reside” there from one day
to two years.
Health needs were conceptualty defined as diseases or signs and synptoms o f illness
or disease. Operatfonalty, th ^ were identified ly both the Health Ifistory section o f the
Health Needs Questionnaire and findings on the Physical Assessment Form.
Socioeconomic fectors were conceptualty defined as those variables which define a
person socially such as support tystems, resMenty, enployment history, insurance
coverage and welfere status. These fectors included having an income which does not
provide necessary economic stability for essentials. Operationally, these fectors were
measured by questions in the demographic section of the Health Needs Questionnaire.
Health risk fectors were conceptualty defined as those behaviors that if performed
may positivety or negativety affect one’s health. Operationally, health risk fectors were
measured by the self-care questions in the Health Ifistory section of tlæ Health Needs
Questionnaire. These risk fectors were also measured by parts of the Female Health
section o f the Health Ifistory section o f the Health Needs Questionnaire.
Assumptions
The following assunptions were held in the present study:
1. Self care requisites are universaL
2. Primary prevention assists persons to maintain a hpher level o f health.
3. Nursing interventions become necessary ^ e n clients are unable to care for
themselves.
4. Particpants answer questions honestty and accuratety.
5. The Health Needs Questionnaire enables identification of socioeconomic fectors,
homeless women’s health needs, and health risk fectors.
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Summary
This chapter outlined the frameworic for this study utilizing Dorthea Orem’s Theory
o f Self-Care. Furthermore, the research questions, terms, and essential assunptions were
clearty defined both conceptualty and operatfonalty to clarify the purposes and framework
o f this study.
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CHAPTER 4
METHODOLOGY
This c h ^ e r describes the research design, sample identification, and setting for this
study. The measurement methods and procedure are discussed in detail as well as the
ethical considerations. Analysis of data and demographics are discussed, in addition to the
limitations of the study and plans for communkation o f results.
Research Design
A descriptive design was used to study the health care needs of sheltered homeless
women. Because of the transient nature o f homeless women, it would have been difiGcult
to obtain data for long-term, longitudinal, or experimental designs. Therefore, a one-time
measurement of a convenient sample of sheltered homeless women was used and
considered representative of the population. Qualitative and quantitative data was
collected ly history and pttysical, and by questionnaire in a single setting.
Sanple
The study was conducted in Las Vegas, Nevada which is a large city in the
southwestern United States and is known to have resources and shelters for homeless
persons. The convenient sanple consisted o f English-speaking women, eighteen years
of age or older, vdio resided in one of two selected temporary or transitional shelters. The
partkpants were homeless and living in a shelter for at least twenty-four hours.
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housed at the two shelters where the study was conducted. Fifty women were sampled in
this study.
In similar study in 1995 by Clarke et aL, (N=30), there was a 5% refusal rate. This
researcher hoped to have a similar response rate especialty since there was more contact
with each participant Each subject was conpensated with five dollars for their
participation in the study.
Setting
Two pubHcty funded shelters provided tenporary shelter for homeless women and
conprised the setting for this study.

Shelter A
Shelter A targeted homeless and at-risk families within the city, required no fees, and
eligibility requirements vary. Two programs existed which determined the length of stay.
In the short term program, a resident stayed 120 days. In the long term program,
residents remained for tp to two years.
The general population at Shelter A included 100 beds in the women’s area, as well
as 45 adults and 65 children in the fiunily area. There were a total o f300 beds in the
fecflhy. In the women’s area, there was a large room that has cubicles where bunks were
located so that the women may live m a semi-private environment. There was one large
restroom with approximatety twelve stalls with toilet fecilitks adjoining the large room.
Showers were available.
The femity area had rooms for each individual fimdty i^iere the entire fomity resided.
There were eight restrooms and showers available in the fiunity area.
An examination room was provided for the data collection. It was a small,
comfortable, well lit room vdiere the questionnaires were completed as well as a private
room where physical examinations were done.
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There was a cafeteria on the premises. Three meals a day were provided. Social
services and other offices were on location, including a vocational rehabilitation program
in order to assist the resklents to be reintroduced into society.

Shelter B
At Shelter B, there were 84 beds vdiich were usually filled to capacity. There was
one large bay with bunks where the women sleep. There was a day room where some
women spend time. Two working toilets and one workit% shower were available. Cold
breakfiists were provided and since there was no cafeteria, the women received meal
tickets to receive lunch and dinner at another nearby shelter.
Shelter B targeted the county-wide area and requires no fees. The women lacked a
permanent address and followed %ency polknes. Also, the women had to be drug and
alcohol fiee. An area in the day room had been set aside for data collection which was
made private by cubicle walls. This was the area viiere the local health center administers
care and was considered appropriate for questionnaire conpletfon and physical
e xaminatinns-

Measurement Methods
Two methods were utilized in this study. They were the Health Needs
Questionnaire, and the Physical Assessment The Questionnaire consisted of three
sections: a demogrsphic section, homelessness history, and a health history.
Health Needs Questionnaire
The first section collected demographics of the sanple. Demographics, such as race,
marital status, age, and education were identi&d in this sectfon. Socioeconomic risk
fectors including enployment history and welfere status were also identi&d in this
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section. This section was developed by the researcher vfeo a d ^ e d it from the Basic
Shelter Interview Schedule (BSI). It was adapted to the Las Vegas area (Le., gambling)
and to needs specific to homeless women. The BSI, was developed by Dr. Rkhard
Ropers vdK> adapted it from other health surveys (Ropers & Boyer, 1987). He studied
269 homeless persons. His response rate was 52.3%. The BSI had been previously
pre-tested with 20 homeless persons. In Ropers’ stutty, 66.6% of the sanple rated their
overall health as either good or excellent, 21.2 % considered their health friir, and 12.2%
considered their health to be poor. 45.7% stated their health had deteriorated since
becoming homeless.
Permission for the use o f this tool was obtained from Dr. Ropers. (Appendix B)
Data gathered from the questions provided the researcher with nominal, ordinal, and
interval data. The first section consisted o f nineteen questfons whkh took approximately
five minutes to complete.
The second section of the questionnaire was a homelessness history. This, too, was
adapted from the Basic Shelter Interview Schedule as above. There were three questions
that took 1-2 minutes to conplete.
The third section of the questionnaire was a health history. A health history form
was conpiled and standardized basic health questions. It was developed by the researcher
and combined several forms that were in current use. It covered bask questions necessary
to obtain a thorough health history. The health history clarified the particpants past
medical history, review o f systems, dental health, current medicatkns, allergies,
hospitalizations, surgeries, and women’s health history including breast, menstrual, sexual,
and reproductive histories. This sectkn consisted of twenty-three general questkns about
the individuals health. There were forty-two questkns ahout female health history.
Thirteen questions detail dental history and fourteen questions outline risk fectors. These
92 questions take ^proximatety 15 minutes to conplete.
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This information was gathered ly the researcher who was a registered nurse and had
been trained at a large accredited local university in the diagnosis and management of
common health problems, management of stable chronk conditkns, and in providing
screening services that detect disease in its earty stages.

Ebysical Examination
The second method o f data coUectkn used in the study was a general physical
examination. This objective assessment was done by the researcher who was a registered
nurse. The pfayskal exandnatkn sipported the history obtained. It was documented on a
form standardized for this study by the researcher. (See ^pendix B). The form was
developed from the cuhninatkn of five community health center and private clinic forms.
It was developed in the SOAP format vdikh was an accepted format in the medical
community.
An assessment was made and a current problem list formed (See Appendix B). The
problem Ust was used to define the health needs o f the group as a whole and was
subdivided into several systems. They included the eyes, ears, nose and throat, oral,
pulmonary, cardiovascular, abdominal, neurological, musculoskeletal, and integumentary
systems.
Procedure
The researcher accompanied two health care workers (a nurse and a case manager
from a local health center) to the homeless shelters one to four times per week depending
on the health center’s schedule from either 9:00-11:00 AM or 1:00-3:30 PM, Monday
through Thursday. This was a set schedule for the Health Center, accept in the case of
holidays.
A schedule was posted on the nurse’s office door so that the women knew vdiich
days and times the health center personnel was present. There were day rooms at each
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shelter Wiere the majority of the women were located during the day. The nurse’s station
was located between the day room and the cafeteria. From the day rooms, the women
saw the health center representatives enter the building. “Word of mouth” was the most
common way for the residents o f the shelters to notify each other o f the Health Center’s
representatives arrival each day.
The researcher approached each woman in the day room after making a general
announcement about the purpose, benefits, and risks o f the study. A packet including a
letter of explanation and a consent form was given to each interested participant. Because
the shelters are temporary or transitional and most women resided there more than one
week, frequent contact was possible if necessary. The women were allowed to keep the
packet overnight, but none of them opted to do so. Questions were clarified and consent
form was obtained. The Health Needs Questionnaire was given to the participant for
completion after consent was obtained. The Questionnaire consisted of 114 questions and
takes approximately twenty minutes to complete. If the woman was unable to read her
questionnaire, the questions would have been read to her so that she could provide
appropriate information. However, during this study, this situation did not arise.
After completion of the questionnaire, the researcher escorted the participant to the
physical exam room/area. The participant did not fully disrobe, but clothing was loosened
so that a more thorough assessment could be done.
Between two to ten brief physical exams were conç>leted during each halfday visit.
Each physical examination lasted approximately 15 minutes. The physical examination
included an assessment of vital signs including height and weight. It included a discussion
of pertinent positive answers from the history as well as inspection, palpation, percussion,
and auscultation of ^ ipropriate body systems. General examination o f the head, eyes,
ears, nose, mouth, teeth and throat, as well as cardiovascular, pulmonary, abdominal,
integumentary, musculoskehal, and neurological systems was done. Routine gynecologic
exams were be deferred due to lack o f equipment and laboratory access. If immediate
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health problems had been identified through the history or physical, the woman would
have been referred to the community health center for appropriate evaluation and
treatment. Every woman was treated the same in accordance to her health needs with
appropriate referrals to t& Health Center provided whenever necessary.
The histories and physicals were standardized by having the physical exams done by
the same practitioner. Each participant received the same version of the questionnaire.
Data was recorded on forms standardôed for this stutty. The woman were kientified
onty ly number on p*q)er. The number correlated to her name on a master sheet that was
placed into a secured locked box and stored separate fix>mthe data gathered. Results
were stored on computer diskette. The statistics were computed by SPSS program. This
was done at the University ofNevada, Las V ^as. Confulentiality was guaranteed.
Ethical Considerations
Review process
Because personal and private information was gathered and physical assessments
conducted, there was a risk to each particpant. Therefore, the study proposal had to be
approved by each of several committees prior to data collection to ensure the safety o f the
particpants. First, the proposal was approved by the research committee at the University
ofNevada, Las Vegas. Next, in order to protect the rights of these women, the Human
Subjects Rights committee was contacted in the Department of Nursing as well as the
University level after the thesis committee approved the proposal Then, the shelters were
contacted for written approval Ity social servke representatives at each fecility.
Lastly, particpant permissfon was be obtained by verbal and informed written
consent. A signed consent fix>m each subject was obtained prior to data collection. If a
sutgect cannot read, the risks and benefits were clearty explained in a manner that she was
comfortable with prior to obtaining written consent
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Benefits
There were safeguards built into the study fi>r the women’s safety. Information was
gathered at the shelter in vdiich the woman was reskling i^ c h provides a certain amount
of safety both p^hologicalty and pfaysicalty.
The community health center representatives were present on the premises, and were
able to intervene in the event of referral The community health center had a good
reputation among homeless women, and t&refore a certain amount o f trust existed
between the residents and the health center. The health center supported this study. This
lent credibility to the researcher, especialty when these women lacked trust in most
“outsiders”. If a health need was identi&d, the health center representatives provided
medications or referral to t& health center for further evaluation. Referral to t&
Emergency Room was conskered for emergent situations. T& County hospital would
have been t& Emergency Room of choice for this popuIatioiL
Program planning based on information gathered is a benefit for any woman who
utilizes these s&lters in t& fiiture. For minor problems, t& health center representatives
had stock of over t& counter medicatkn wfaich was available for t& women at t& time
of examination. It was be t& responsibility o f t& woman to obtain these medications
from t& health center if the center was in agreement. Therefore, t& benefit o f minor
medical attention at t& time ofexandnatfon in itselfwas a benefit Another benefit was
that the woman was streamlined into the health care system where she could receive
continuity of care through t& health center. By having representation, t& Health Center
was able to begin t& process of accepting t& woman for special programs managed by
them such as the “Health Care for the Homeless” Medical care program.

Risks

There was a risk to t& woman by providing information. S& may have bad issues
and fears for her safety and well being. It could & sometimes difficult to trust a
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practitioner especially for a person vfoo may not have received appropriate support in the
past.
It was a risk for the women to disclose drug and alcohol use because the shelters
require abstinence from these substances for admisskn and continued residency m their
respective programs. They may have felt the risk of losing tenporary shelter if they
disclosed this information and it was discovered by shelter officials.
In order to neutralize these risks, maintenance o f confidentiality was assured. The
women were kentified hy numbers with onty one master sheet used for kientification, if
necessary for health reasons. Again, £ppropriate referrals were be provided, and
emotional support given when needed.
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CHAPTERS

DATA ANALYSIS AND RESULTS
This chapter discusses the results o f data anatysis of the study. Included are statistics
used to identify the study population. The study sanple consisted o f fifty women from
two homeless shelters in Las Vegas. Data was collected between May and Jufy, 1998.
Particpation was voluntary. Direct questknnaire and physical examination were methods
used in gathering data. Relationshps to the original purpose and research questions of the
study are presented. Data was analyzed using SPSS at the University ofNevada, Las
Vegas. A summary of the study findings conclude the c h ^ e r.

Description of Sanple
Demographic data were collected fi’om two sections of the Health Needs
Questionnaire: Part I: Background Information and Part II: Homelessness History. Ages
o f the subjects ranged from 18-68 years. The average age o f this group o f sheltered
homeless women was 43.1 years. The median age was 43.5 years. Seventy percent of the
women were between the ages o f29-48 years (n=35) (See Table A-1).
Two women (4%) were married. Sixty-four percent of the sanple were either single
(32%) or divorced (32%) (See Table A-1). Sixfy-six percent o f the women surv^ed had
children (r=33) (See Table A-2). O f those women, 42.4% had children under age fifteen.
Four women had their children living with them in the shelter.
Sixty percent of this sanple were Caucasian (rr=30) and twenty-eight were
Afiican-Amerkan (n=28). Native Amerkans (6%) and Ifispanks (3%) contributed to the
remainder o f this group (See Table A-1).
29
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Seventy-six percent of the sample had attained at least a high school diploma (n=38).
Twenty women had continued their education’s btyond high school (40%) (See Table 1).
One-half of the women surveyed had been homeless less than two months (n=22)
(See Table A-3). The average length o f homelessness was six months. Some had been
homeless less than a week while others had been homeless over four years. Forty-four
percent had become homeless because they had no money (n=22). Twenty-two percent
were homeless because they had no job (r^ ll). Eighteen percent were homeless because
o f a femity crisis (n=9). Two-thirds of the women had not been homeless before this
episode.
Although the women surv^ed had lived in Las Vegas an average of six years, 75%
o f them had lived in town less than four years. Forty-two percent had moved to Las
Vegas for femity reasons. (N=2I) (See Table A-4). Another thirty percent (N=15) moved
there for job related reasons. Ten percent moved for kalth reasons (N=5). Seventy-five
percent of the sample were homeless less than six months and 50% were homeless less
than two months.

Socfoeconomic Factors of Homeless Women
The first research question was “What socioecommfo fectors affect sheltered
homeless women?”. The majority o f socioeconomic fectors vdiich this sample
encountered v%re employment (54%) and public assistance (52%) fectors.
Of the fifty women surveyed, 54% percent were imenployed and looking for work
(n=27) (See Table A-5). Most o f the women who were unenployed had quit their
previous jobs (n=10) and had been unenployed six months. Twenty-four percent no
longer worked due to medical problems (n=6) or physical disabilities (n=6). Seven
percent were unenpfoyed due to ptychiatric reasons (n=3). Fifty-two percent received
publfo assistance (n=26). Eighty-six percent of women receiving public assistance
received food stanps. hfineteen percent received Social Security Disability (n=5) and
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fifteen percent received Social Security (n=4). The average usual monthly income was
$435, even though eighteen women stated they had no income.

Health Needs of Homeless Women
The second research question was “What are the health needs o f sheltered homeless
women?” The results were divided into plysical, female, mental, and dental health needs.

Physical Health Needs
Fifty homeless women were asked to rate their health fix)m excellent to poor. Over
sixty-one percent of the homeless women rated their health as good or excellent (n=30)
(See Table A-7). Of those women, seventy percent had no health insurance (n=21) (See
Table A-8).
Over the last two months, forty-two percent (n=Cl) o f the women were sick or had
an accident. Forty percent (rr=20) of the fifty women surveyed had chronic illnesses.
Sixty-five percent of women with chronic illnesses (if=13) took prescription medication
for their health problems (See Table A-8).
Other than childhood illness, wfafeh included measles and chkken pox, the most
common overall past medical problems were dental problems (n=32,64%), vision
problems (n=28, 56%), sinus problems (n=22,44%), depressfon (n=21,42%), back
problems (n=20,40%), and insonmk (m=2G, 40%) (See Table A-9).
Most of the women had been homeless less than one year. (rr=37). The most
common problems unique to women who were homeless less than one year were sinus
problems (n=16,43%), depression (n=16,43%), pqrchiatric problems (ir=14, 38%),
weight gain ( i^ l4 ,36%), and firequent headaches (n=12,32%) (See Table A-10). The
same frequencies were examined for women who were homeless for more than one year
(N=8). Problems unique to these women were bronchitis (:F 5 ,63%), weight loss (iF5,
63%), indigestion (hf4, 50%), arthritis (n=3,38%) and stomach ulcers (ir=3,38%) (See
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Table A-10). Eighty-seven percent of this sanq>le had been hospitalized in the past (0=43)
(See Table A-8).

Female Health Needs
The most common female health problems found among these women were: nausea,
14%; vaginal discharge, 12%; and recurrii^ urinary tract infection, 12% (See Table A-11).
Seventy-eight percent o f the women surveyed examined their breasts for lumps (o=39).
Twenty-two women had a Pap smear within one year (44%). Thirty-two percent (i^ l6 )
had prior almormal Pap smears. Fifty-six percent o f the women had ever had a
mammogram (See Table A-12).
Forty percent of the sanqile e?q)erienced menstrual cramps (n=20) (See Table A-13).
Premenstrual tynq>toms experienced ty the women included qrclical weight gain, 36%;
irritability, 34%; depression, 30%; headache, 30%; breast tenderness, 24%; and increased
appetite, 18%. Six of the women stated that they bled between periods. Thirty-four
percent were in menopause. Fifty-two percent of the women surveyed douched.
Ages at first intercourse ranged fix>m 12-24 years (See Table A-14). Twenty-five
percent had first smoial intercourse at age thirteen. Fifty percent were aged sixteen and
seventy-five percent had intercourse first at age eighteen. The mean age was 15.9 years.
Twenty-four percent (ir=12) claimed to be sexualty active Wnle sixty-four percent (i^30)
had intercourse within one year. Fifteen percent had pain during intercourse (i^7) and
twelve percent had pain after intercourse (n=6). bfinety-three percent dki not use birth
control (rf=45).
Two of fifty women were pregnant (See Table A-16). Fifteen percent of the sanq>le
planned to have children in the future (i^7), iriiile 85% percent did not plan to have
children in the future (rr=39). Some of the women had past miscarriages (24%), abortions
(14%), and still births (10%). Eight of the women had cesarean sections. Sixteen percent
had problems during pregnancy (i f =7). The most common conq>lications of pregnancy
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included pregnancy induced hypertension (6%), pyelonephritis (4%), constipation (2%),
and premature labor (2%).

Mental Health Needs
Of the women surveyed, 34% (m=17) had seen a professfonal for difficultks in
managing their lives (See Table A-17). Twelve percent had seen a professional for

drinking or drugs (n=6) Thirty-two percent (m=16) indicated they had been admitted to an
overnight treatment center for p^hiatric, nervous, emotional, drug or alcohol problems.
Of those sixteen women, seventy-five percent were treated for emotional reasons.

Dental Health Needs
More than 60% of the women bad dental problems. Almost all of the women had
access to a tooth kush (96%, N=48). Thirty percent o f the women (n=15) women flossed
their teeth. The women had last seen a dentist on the average o f 5.3 years ago (nr=43)
(See Table A-18). Twenty-five percent had seen a dentist within the last year.
Seventy-five percent of the women had seen a dentist within seven years. One woman had
never seen a dentist (See Table A-18). Some dental problons included loose (23%),
missing (76%), and broken (47%) teeth (See Table A-19). Thirty-six percent o f the
women had a bridge or dentures and 60% had noticeable wear on their teeth. Thirty-three
percent had gums that bled.

Risk Factors of Homeless Women
The third research question asked: “What are the health risk fectors of sheltered
homeless women?”. Negative risk fectors included substance abuse, history of sexual
assault, unprotected sex, muk^le sexual partners, victim of a crime, and arrest history.
These risk fectors could cause or place a woman at risk for certain health problems.
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Health maintenance, such as anmial Pap smears, routine mammograms, dental visits,
routine exercise, and hobbies were considered positive risk fectors. If women perform
health maintenance activities routinety, it may maintain or nnprove health. Frequent
contact with medical professional enables earty detectfon, treatment, and cure.

Negative Risk Factors
Eighty-four percent of the women (r=42) consumed alcohol On average, women in
this study consumed 4.3 drinks per month (n=33). Seventy-five percent o f the sample
consumed 4.5 drinks per month or less. There were some who had iq> to 20 drinks per
month (ff=2) (See Table A-20).
Eighty percent of the women snaoked (n=40). One woman also smoked cigars in
addition to cigarettes. They smoked on the average o f almost one pack per day. Smoking
ranged fiom 2 cigarettes to 3.5 packs per day. Seventy-five percent o f the women
smoked up to one pack per day. Ten percent o f the women used street drugs in the past
(m=5) (See Table A-20).
Sixty-seven percent of the women (ir=32) had mqirotected sex. Seven (14%) had
contracted sexualty transmitted infections. STDs included genital herpes (29%), ^ h ilis
(29%), pelvic inflammatory disease (14%), and vaginal warts (29%). Thirty-one women
(62%) had been tested for HIV; no positive results were obtained (See Table A-15).
Some o f these women were in difficult situatfons which posed a mental and physical
health risk. Victims of sexual molestation (or=18,38%), sexual assault (n=21,45%),
sexual harassment (m=21,45%), incest (m=6, 13%), were found among this group.
Thirty-nine percent felt violence edsted in their relationships (n=19). Eighteen percent
feared their partners (m=9) (See Table A-22).
Twelve women have been arrested since age eighteen (24%) (See Table A-23). T h ^
had been arrested for reasons such as prostitution (25%), DUI (25%), disturbing the peace
(8%), forgery (8%), drug possession (8%), and trespassing (8%). Twenty percent of the
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women had been victims o f crime in the last six months (i^lO). They were victims o f
assault (9%), burglary (9%), domestic violence (9%), lewd attacks (9%), rape (9%), and
robbery (9%) (See Table A-24).

Positive Risk Factors
Positive risk fectors were also evaluated. Forty-four percent o f the women had
current Pap smears (if=22). Thirty-three percent (n=16) bad previous abnormal Pap
smears. Fifty-six percent of the women had mammograms. Thirteen had a mammogram
within the last two years (See Table A-25). Forty-five of the women were over age 35.
Sixty-four percent of these women had a mammogram in the past. O f the women who
were fifty years o f age or older, 69% had a mammogram Regular dental exams are a part
of routine health maintenance. Twenty-five percent of the women had seen a dentist
within a year.
Seventeen of the women said that they did not exercise. Those vdio did exercise,
considered walking their main form o f exercise (if =32, 65.3%) (See Table A-26). Forty
women had hobbies (80%). Their hobbies included active qmrts, leisure sports, sedentary
activities, and crafts. Ten women said they had no hobbies.

Other Findings
Relationship of Overall Health and Number o f Health Problems
In general, there was a relationshÿ between the number of overall health problems
and health rating. There was a trend in that those who rated their health as poor had the
greatest number o f health problems and those Wx) rated their health as excellent had the
fewest number o f health problems (See Tabfe A-27). A Spearman’s rho was calculated to
conqxire overall health and number o f health problems. These were significantly related
(p=.01) (See Table A-28). Next, using Spearman’s Ao, overall health was compared to
each o f the following: review o f systems, women’s health needs, and past medical history.
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Each was significant (p=.01) (See Table A-28). The same three variables were conq>ared
to each other using Spearman’s Ao. Each was s%nificantiy related to the other with a
stronger associatfon between past medical history and review of systems (See Table
A-28).

Relationship of Number o f Health Problems and Length of Time Homeless
A scatter plot was done to determine the variability between length o f time without a
home and number o f health problems. A positive relationship between the number o f
health problems and months without a home was found. The longer the women were
homeless, the greater the number of health problems they experienced. After the first year
o f homelessness, there was less of a relationshq) between length o f time homeless and
number of health problems (See Table A-29).

ReJatiopsbg of Health-Problems and Age
This study attempted to determine a relationship between age and mmiber (sum) of
health problems. A scatter plot was done. The line of regression was flat Therefi>re, age
did not correlate with the number of health problems eiqierienced in this stwfy.

Relationship of Health Problems and Risk Factors
The sum of the number of health problems and the sum of the number o f risks fectors
were compared. There was a positive relationship. A scatter plot was done. There was
trend that women who had more negative risk fectors bad more health problems. A
Spearman’s rho was calculated between negative risks and overall health. According to
the scatter plot, there was no significance to .01. However, there was a significant
relationshÿ between positive risk fectors (or health maintenance) and overall health (See
Table A31). There was a relatfon^iÿ between overall health and positive ride fectors,
using Spearman’s iho. There was also a relationshq) between positive risk fiictors and
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number of health problems (See Table A-31). Positive risk fectors were significantly
correlated, however, with review of systems, female health needs, and past medical history
(See Tabfe A-31).

Summary
In this study of fifty sheltered homeless women, ages ranged fiom eighteen to
sixty-eight years. The typical homeless woman was single (32%, n=16 ) or divorced
(32%, n=16), white (60%, n=30), and had at least a high school education (77.6%, ir=38).
One-half o f the women had been homeless two months or less (n=22) and 66% cited
the reasons for homefessness was because they had either no tmney (n=22) or no job
(n=l I). One-half o f the women had been in town two years or less and two-thirds of the
women had never been homeless befijre. Fifty-feur percent of the women were
unenq>loyed and looking for work. Half o f the sanq)fe bad been unenqxloyed for six
months or less and had quit their previous jobs (23%).
Most of the women rated their health as excellent or good (60%). Of the almost
fourteen percent who rated their health as poor, forty-two percent had health insurance.
Dental problems ranked as oik of the biggest immediate problems for these women. Sinus
problems, depression, back problems, and insomnia were common for this sanq)le. Eighty
percent of the women smoked and 84% drank alcohol Sixty-five percent had unprotected
sex. Forty-four percent had a Pap smear within the last year.
Women who felt they had poor health also had the greatest number of health
problems. Those who felt they were healthy, had fewer problems. In general, women
vfoo were homeless the longest had the greatest number of health problems. There was no
relationshÿ between age and number of health problems. Overall health ranking positively
and s^nifœantty correlated to each oftherevfew of systems, female health needs, and past
medfeal history. Revfew o f tystems, female health needs, and past medfeal history also
poshivety and significantty correlated to each other.
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Although positive risk Actors sigmficantly correlated with overall health and it
correlated significant^ with each individual category o f review o f systems, female health
needs, and past medical history, it did not correlate significant^ with the total number of
health problems. These problems can be identi&d and treated by the homeless woman’s
primary care provider Wiich includes nurse practitioners.
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CHAPTER6

DISCUSSION OF RESULTS

Studies agreed that homeless women were heterogeneous and had many problems
and needs (May & Evans, 1994; Barge & Norr, 1991; Weinreb & Rossi, 1995). This
StUtfy found similar results. This chapter compares findings o f this study to past research.

Ioq)licatk>ns for nursing and Hmitatfons are discussed.

Characteristics o f the Sangle
Sheltered homeless women were older in this stutfy than in past studies (mean
43.1years). Forty-one ofthe women were less than fifty years of age (82%). Studies
agreed when Roberts & Cousineau (1986) and Ropers & Boyer (1987) found two-thirds
o f the population less than forty years of age. In contrast, Rossi (1990), Adkins & Fields
(1992), Strauss (1995), Norton & Ridenor (1995) and others found an increasing
population o f young homeless women with children.
Sixty-six percent of the women had children. Less than one-half (42%) o f the
women had children under age fifteen. This may have been because 70% of the women
were aged 29-48 years. The women may have borne their children at younger ages.
Although many of the women had children, onfy four had children vdio were living with
them in the shelters.
Fam% problems (18%) ai&d unenq)loyment (22%) were reasons for becoming
homeless. “No money” was the most common reason for homelessness among this
popuJatfon (44%). Substance abuse caused 4% of this population’s
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homelessness. Forty-two percent of the women moved to Las Vegas for Amity reasons
and thirty percent relocated for job related reasons. Past studies found similar results.
Women became homeless after incidents o f Amity problems, unemployment, substance
abuse, or domestic violence. They often relocated to find employment Famity violence,
evictions, and domestic conflicts were major contributing Actors to homelessness (Burg,
1994). Bowdler & Barrel! (1987) found that money (83%), housing (67%), and
unenployment (67%) were the top three overall problems of homeless people.
This study found that the typical homeless woman was single (34%) or divorced
(34%), white (60%), and had at least a high school education (77.6%). Forty percent had
education beyond high school Although this sample was mostty Caucasian, 28% of the
women were Black. This finding was proportionatety higher than the national average.
Native Americans comprised 6% o f the sanpk. That was probabty because this data was
collected in a western state. Native Americans tend to reside in the West The Hispanic
population seemed low (2%). This may have been because Hspanic women often live
with extended Amilies. They m ^ have been protected ftom homelessness Iqr their
Amilies. Another reason may have been because Hispanic women might not have spoken
English vAich may have deterred them fix>m approaching the shelters. The “new”
homeless included younger, nonwhite females Wio had high school education’s according
to Bowdler & Barrell (1987), Gelberg & Linn (1992), NAy & Evans (1994) and Ropers &
Boyer (1987).

Socioeconomic Factors
The women m this study were less transient than m a previous study (Moore, 1989).
One-fourth of the women had been m Las Vegas for less than two months as compared to
one-half in Moore’s stucty. One-halfo f the women m this stutty had been m town for two
years or more. The average length oftim em Las Vegas was six years. Eighty-six percent
were unemployed and 54% were seeking enployment. Reasons for unemployment
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included medical (14%) or psychiatric (7%) problems or physical disability (14%). In a
past study, one-half of the homeless had been in Las Vegas less than six months and 85%
were unemployed (Moore, 1989). Although women in this study had lived in Las Vegas
longer, unenployment rates were about the same as in Moore’s stucty.

Health Problems
Ehysical Health Problems
In this study, 61% o f the homeless women rated their health as good or excellent.
Twenty four percent felt their health was Air and 14.3% felt their health was poor.
Twenty-six percent of the sample took medications for chronic health problems. In a
South Carolina study, homeless participants fok they were generalty healthy 82.2% even
though 29.7% were taking medication for a health problem (Clarke et aL, 1995). Ropers
& Boyer (1987) found that 66.6% of their sample rated their health as either good or
excellent. Twenty one percent considered their health to be Air and 12.2% fek their
health was poor. These findings were similar.
Vision problems (56%, n=28), sinus problems (44%, nr=22), depression (42%, n=21)
and insomnia (40%, n=20) were common health problems among this sample. Past
medical history of these homeless women found that dental problems was the most
frequent problem (64%). Dental problems were common; women did not have access to
dental care. They were not able to p ^ for dental services. One woman had all of her
teeth removed but was then unable to purchase dentures. Depressfon and insomnia may
be situational or due to sheker living. Sinus problans in Las Vegas may be caused by
living in the desert in the summer (dust or allergies). Also, close living quarters make k
easier to pass viruses to others. Visfon problems may not be a priority for these women
who don’t have incomes or insurance. Those who had been homeless for more than one
year had similar problems to those who had been homeless for less than one year. The top
five problems for those homeless less than one year (N=37) were dental problems (65%),
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vision problems (54%), sinus problems (43%), depression (43%) and back problems
(38%). Those vAo have been homeless more than one year (N=8) had bronchitis (63%),
dental problems (63%), insomnia (63%), weight loss (63%), and vision problems (63%).
Weight loss could be caused ly malnutrition.
Past studks found common illnesses among homeless persons. For example,
respiratory problems were found in studies by Brickner et aL (1986), Eddins (1993), and
Surber et aL (1988). Skin problems were common in studies by Brickner et aL and Surber
et aL No skin problems were klentified in this study possibty due to the Act that these
women were sheltered and not living on the street. Hatton (1997) found sexualty
transmitted diseases and depression common among tomeless persons. Alcohol and drug
use was also common among the homeless (Hatton, Surber et aL). Homeless persons
comnoonly ejq)erienced trauma according to Brickner et aL and Surber et aL The women
in this study did not e^qierience trauma possibly because of the safety o f being sheltered.
Also the shelter provided security officers. Past studies were not specific to sheltered
homeless persons. Studies also included those who literalty “live on the streets” vriifeh
may affect the health of those persons. Ropers & Boyer (1987) found that 45% o f their
sample (N=269) felt their health worsened after becoming homeless. Past studies were
not specific for women’s needs or problems. Women in this study may have been
“healthier” in conq)arison with other studies because in order to be accepted and to
continue residence at the shelter, women must be drug and alcohol fiee. This requirement
may keep women with these problems fiom residing at the shelters. If women vAo take
more risks also have more health problems, these women may not have had the
opportunity to take part in the study. Also, because data was collected over the summer
and health needs fluctuate with the seasons, fewer health problems may have detected in
conçarison with other seasons.

Female Health Problsms
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The most common female health problems in this study were nausea (14%), vaginal
discharge (12%), and recurring urinary tract infections (12%). Premenstrual ^rmptoms
experienced were weight gain (36%), irritability (34%), depression (30%), and headache
(30%). In this stucty, forty-four percent o f the women had Psq) smears within the last year.
These numbers may inqxrove with education. Several o f the women vAo had not had
recent Pap smears were merx>pausaL Thirty-two percent of the sanq)Ie had a previous
abnormal Ptq) smear. Fifty-six percent of the women had ever had a mammogram.
Fifty-six percent of the women douched. Onty 14% of the women planned to have
children in the future. However, ninety-three percent of the sarrq)le did not use birth
control
Hatton (1997), Eddins, Norton & Ridenor (1995) and Reilty et aL (1992) found that
cystitis and reproductive problems were common among homeless womem (Eddins,
Norton & Ridenor, Schlossstein et aL, 1991).
Hartweg (1993) found that women in the general population had annual exams and
mammograms in order to improve their well being. Adkins & Fields (1992) felt that
prevention was a very low priority among homeless women Clarke et aL, 1995, found
that homeless women did not have routine check-ups for P ^ smears, professional breast
exams, and mammogr^hy.

Mental Health Problems

In this stucty, 34% of the women (rr=17) had sought professional hety in the past for
difficulties in managing their lives. Twelve percent had seen a professional for substance
abuse (tr=6). Thirty-two percent had been admitted to an overnight treatment center for
ptychiatric, nervous, emotional, or substance abuse problems (i^ l6 ). Forty-two percent
o f the women were depressed In a past study, mental illness was more common in
women and substance abuse was more common in men and was similar to the general
population (Aday, 1994). In a stucty by Eddins (1993), 38.9% o f particÿants (N=103)
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reported substance abuse and 28.2% reported ptychiatric problems. It did not
dif^rentiate between genders. Depression was the most common reason (45%) for
partictyants to seek ptychological treatment in South Carolina (Clarke et aL, 1995).
In this study, 38% had been sexualty molested, 45% had been sexualty assaulted,
45% sexualty harassed, and 13% had been victims o f incest. Sexual or ptysical abuse or
other relationships that were unstable during critical developmental years could have been
damaging to women’s capacities to establish and sustain supportive relationshtys (Bassuk
et aL, 1986).

Dental Health Problems

Sixty-four percent o f the women in this study had complaints of dental problems
including loose (23%), missing (76%), and koken teeth (47%), as well as bleeding gums
(33%). Dental problems were more comnoon among the homeless population (Aday,
1994). May & Evans (1994) found that 42% o f homeless persons expressed a need for
dental care. Adkins & Fields (1992) found that dental care was a very low priority and
sought only in emergencies among the homeless. These women wanted dental care but
had no access.

Risk Factors
Eighty percent o f the women

participated in this study used tobacco products.

They snooked about a pack per day iq> to 3.5 packs per day. 84% of the sanq>le have
consumed alcohol (n=42). On average, women consumed 4.3 drinks per month. (0-20
drinks). Fifty percent had three drinks or less (if =33). Ten percent of the women used
street drugs in the past (n=5). Sixty-four percent had unprotected sex (n=32). The
average woman in this study had 2.5 sexual partners in the last ten years. One woman had
over 200 partners. She denied that she was a prostitute. After removing her from the
statistics, the range of partners in the last ten years was 0-7. Seventy-five percent had four
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or less partners in the last ten years and 25% had one partner or less. Despite these
statistics, the sexually transmitted disease rates seemed low (14%).
Thirty-two women exercised (65.3%). Walking, exercise routines, sh-ups and
swimming were the most common exercises doœ. Walking was their mam form of
transportation. Most o f the women didn’t walk to exercise, they walked to get to where
thty were going. Eighty percent said they had hobbies. They included active as well as
sedentary activities.
Burg (1994) found the degree o f risk for health problems varied Ity vfoere the
homeless people resided, duration of homelessness, and individual characteristics such as
age and gender. Selfcare risk Actors mchided smoking, obesity, sedentary lifestyle,
alcohol abuse, drug use, high-risk semal behavior, and danger from living on the street
May & Evans, 1994. Sixty-nine percent (N=70) used tobacco products and 20% reported
smoking over one pack per day (Bowdler & Bairell, 1987). In comparison, more women
smoked in this study than in a past study (Bowdler & Barrell).
Relationshtys among the number of health problems of homeless women and kngth
o f time of homelessness, risks taken and how they rated their health were found. The
relationshtys were weaker than were expected. There was no relationship indicated
between age and the number of health problems among homeless women.

Theoretical Framewoik
The framework ofthis study was constructed using guidance o f past research done hy
D. Orem (1971). Although health needs were recognized, the daA collection procedures
o f study followed a medical model rather than Orem’s modeL However, this study
supports that conditioning Actors influence self care agency. Conditioning Actors such as
age, length of time homeless and health state siqrport Orem’s theories. Although this
study lent support to Orem’s Theory o f Self Care which is necessary and inportant for
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nursing, this particular stucty did not identify specific setfcare interventions or nursii%
measures to assist homeless women to care for themselves more holisticalty.

Inplicatfons for Nursing
This study attenpted to describe health problems of sheltered homeless women in
order to raise awareness of nurses and other allied health professionals to the needs of
at-risk groups. Nurses have traditionalty hetyed at-risk groups. Nurses aid in the
identi&atfon o f health needs of vulnerable populations, specificalty sheltered homeless
women. The instruments provided a means for nurses to identify these health needs.
Therefore, programs could be designed to meet the needs of this population based on their
actual health needs. Specificalty, nurse practitioners can develop clinics designed to meet
safety and education needs of the target group (Le., smoking cessation, women’s clinics,
stress m aniem ent, and referrals to dental clinks). Earty detectkn, treatment and care is
the goal o f mary nurse practitioners. In order to restore and maintain health and
well-being o f vulnerable populations, a team approach is needed to meet the needs ^^diich
are klentified by nurse practitioners.
Limitations
Findings cannot be generalized to the national homeless population because the
sample size was small and participants were not randomly selected. The sample may not
be representative of the state or nation. However, it does contribute to the growing
knowledge base regarding sheltered homeless women in Las Vegas.
Another limitation ofthis stucty was that it is limited to English speaking women.
In addition, the stucty was limited to obfecrive assessment of health deficits. Subjecric^
qualitative data o f the women’s feelings about their health status was not collected or
analyzed.
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Partictyants in this study may not have been truthfuL IL for some reason, a woman
fek her residency to be at risk, she may not have disclosed the fell truth.
Data for this study was collected during the summer. Generally people are healthier
during summer months. D ata m ay he accurate for summer months, hut may need
longitudinal data collection to document health needs throughout the year.
Recommendations to change the instrument include measuring onty one aspect o f
the women’s health. Also, determine the woman’s patterns prfor to homelessness. For
exangile, for a woman who has not had a recent Pap smear, determine how often she
obtained a Pap prior to becoming homeless.
It was interesting to note that when this sanq>le discovered that they would be
reimbursed for particÿation in this study, k became very easy to find volunteers.
Partkÿants essentialty came to the researcher in a convenient manner rather than the
researcher approaching tlK women. Therefore, reimbursement of some form is
recommended for researchers vfeo are conducting studies on this population.

Further Research
Comparison studies should be done to conq)are the general population with the
homeless population. Other studies should be done to compare shekered and unshekered
homeless persons. Another study that would be interesting would be a qualitative study in
which homeless women would describe her feelings about health and what priority k has
in her life.
Future research needs to be done and include cultural influences and health needs of
shekered homeless women. Culture affects how women care for themselves including
preventive care as well as illness care. Future studfes could consider how often shekered
homeless women see medical doctors and dentists. Preventive vs. illness oriented care
could be determined so that programs could be developed in an effort to move these
women toward becoming productive members of society, beginning with their health.
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Caring for the health needs of sheltered homeless women is a team effort beginning with
nursing as prhnaiy contacts who identify needs. Nurse practitioners are necessary links in
the chain which homeless women need in order to hety themselves to become healthkr
and productive members o f society.
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Appendix A

Tables

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

54

Table A-1
Frequencies o f Age. Marital Status, and Race of Homeless Women IN=50I

Variable

Frequency

%

Age (years)
18-28

6

12

29-38

18

36

39-48

17

34

49-58

7

14

59-68

2

4

Single

16

32

Married

2

4

Divorced

16

32

Widowed

6

12

Separated

7

14

Caucasian

30

60

Hispanic

1

2

Afro-American

14

28

Native American

3

6

Other

2

4

Marital Status

Race
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Table A-2
Frequencies o f Status o f Children and Education o f Homeless Women (N=50I

Variables

Frequenter

%

Children
Women vriio have Children

33

66

Women vfeo do not have Children

17

34

Under age 15

14

42.4

Overage 15

19

57.5

Age of Children

Livmc Arrangements o f Children Under Ave 15

Reside with Mother

4

29

Do not Reskle with Mother

10

71

Eighth Grade

3

6

Some High School

8

16

lEgh School Dq>k>ma

18

36

Vocational School Certificate

5

10

Some College

12

24

Two-year Degree

2

4

Bachelor’s Degree

1

2

Nfissing

1

2

Highest Education Attained
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Table A-3

Homelessness Frequencies o f Sheltered Women (N=50)
Variable

Frequency

%

Length of Hometessness (xx=45)
0-5 Months

28

62

5-10 Months

9

20

10-12 Months

0

0

12-24 Months

4

8

24-36 Months

3

6

36 Months or More

1

2

No Money

22

44

No Job

11

22

Famity Crisis

9

18

Divorce

5

10

Robbery

4

8

Psychiatric Reasons

3

6

Substance Abuse

2

4

Other

11

22

Reasons for Homeiessness
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Table A-4
Reasons for Moving to Las Vegas (N=50I
Variables

Frequency

%

Famity

21

42

Job

15

30

Traveling Througb/Stranded

8

16

Health

5

10

Weather

5

10

Other

5

10
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Table A-5
Frequencies o f Socioeconomic Factors o f Homeless Women (N=50)

Variable

Frequency

%

Employment
En^loyed Full Time

5

10

Enq)loyed Part Time

1

2

27

54

Unenq)Ioyed, Not Looking for Woric

5

10

Disabled

10

20

Other

1

2

Quit

10

23

Fired

5

11

Medical Problems

6

14

Physical Disabilities

6

14

Psychiatric Reasons

3

7

Laid Off

4

9

Drugs/Alcohol

2

5

Other

7

16

2 Months or Less

12

25

6 Months or Less

25

50

48 Months or Less

37

75

Unemployed, Looking for Work

If Unemployed. How Job Was Lost

Length o f Time Unemployed
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Table A-6
Socioeconomic Frequencies o f Income and Aid o f Sheltered Homeless Women (N=50I

Variables

Frequency

%

Average Monthly Income In Dollars
0-249

18

43

250-499

4

10

500-749

9

21

750-999

3

7

1000-1249

4

10

1250-1499

2

5

1500 or More

2

4
Mean $435

Receive Public Assistance
Yes

26

52

No

23

46

Food Stands

22

44

Social Security Disability

5

10

Social Security

4

8

Unenployment

1

2

Other

2

6

Tvpe of Public Assistance Received. If Any
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Table A-7
Erequencies of Health Needs of Sheltered Homeless Women (N=SOI
Variables

Frequentty

%

Rank Ordering of Health
5

10

Good

25

50

Fair

12

24

Poor

7

14

Nfissing

1

2

Excellent
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Table A-8

Health History Frequencies of Shekered Homeless Women (N=50>
Variables

Frequency

%

Health Insurance
Yes

12

24

No

38

76

Yes

21

42

No

29

58

Yes

20

40

No

30

60

Sick or Had Accident in Last Two Months

History of Chronic Illnesses

Takes Prescription Medications for Chronic Illness
Yes

13

26

No

37

74

Yes

43

86

No

6

12

Hospitalized in Past
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Table A-9
Most Common Health Problems o f Sheltered Homeless Women (N=50I

Variable

Frequency

%

Dental Problems

32

64

Vision Problems

28

56

Sinus Problems

22

44

Depression

21

42

Back Problems

20

40

Insomnia

20

40

Depressfon

17

34

Weight Gain

16

32

Severe Worrying

15

30

Frequent Headaches

15

30

Bronchitis

15

30

Other Psychiatric Problems

15

30

Leg Swelling

15

30

Stomach Ulcers

13

26
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Table A-10
Health Problems o f Women Related to Length of Time Homeless (N=50>
Variables

Frequency

%

Homeless Less Than One Year (ir=37)
Sinus Problems

16

43

Depression

16

43

Other Psychiatric Problems

14

38

Weight Gain

14

38

Frequent Headaches

12

32

Bronchitis

5

63

Weight Loss

5

63

Indigestion

4

50

Arthritis

3

38

Stomach Problems

3

38

Homeless More Than One Year fn=8^
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Table A-11
Female Health Needs o f Sheltered Homeless Women (N=501
Variables

Frequency

%

Nausea

7

14

Vaginal Discharge

6

12

Recurring UTl

6

12

Pain During Intercourse

5

10

Breast Lumps

2

4

Pelvic Pain

2

4

Pain After Intercourse

2

4

Urinary Incontinence

2

4

Dysuria

1

2

Breast Discharge

1

2
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Table A-12
Frequencies o f Female Health Maintenance o f Sheltered Homeless Women IN=5Q)

Variables

Frequency

%

Per&rms Self Breast Exam
Yes

39

78

No

11

22

Yes

22

44

No

28

56

Yes

16

32

No

34

68

Yes

28

56

No

22

44

Yes

26

52

No

20

40

Pap Smear in Last 1 Year

Prior Abnormal Pap Smear

Mammogram in Past

Dauchs
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Table A-13

Cyclical Frequencies of Sheltered Homeless Women (N=50)
Variable

Frequency

%

Premenstrual Svndrome Svmntoms Exnerknced
Weight Gain

18

36

Irritability

17

34

Depression

15

30

Headache

15

30

Breast Tenderness

12

24

Increased Appetite

9

18

Yes

6

12

No

44

88

Yes

17

34

No

33

66

Intermenstrual Bleeding

Women in Menopause
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Table A-14
Sexuality o f Homeless Women rN=371

Variables

Frequency

%

Age_at First Intercourse
12 Years or Less

4

11

>12-14 Years

10

27

>14-16 Years

8

22

>16-18 Years

8

22

>18-20 Years

6

16

>20-24 Years

1

2

Mean Age 15.9 Years

Last Sexual Intercourse
One Week

3

6

One Month

8

16

One Year

8

16

More Than One Year

11

22

Missing Data

20

40
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Table A-15
Intercourse Frequencies o f Sheltered Homeless Women (N=50^

Variables

Frequency

%

Sexualty Active

12

24

Not Sexua% Active

38

76

Has Had Unprotected Sex

32

67

Has Not Had Uiprotected Sex

16

33

Uses Birth Control

3

6

45

93

7

15

No Pain With Intercourse

43

85

Pain After Intercourse

6

12

No Pain After Intercourse

44

88

Does Not Use Birth Control

Pain With Intercourse
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Table A-16
Frequencies Related to Pregnancy o f Homeless Women fN=S01

Variables

Frequent^

%

Cmreotly Pregnant
Yes

2

4

No

48

96

rnmpKrations of Pregnancy Experienced in Past (n=T)
Pyelonephritis

2

29

Pregnancy Induced Hypertension

3

43

C onstation

1

14

Premature Labor

1

14

Yes

8

16

No

42

84

NCscarriages

12

24

Abortions

7

14

Stillbirths

5

10

Yes

7

14

No

39

85

Past Cesarean Section

Alternative Outcomes to Pregnancy

Plan Future Children
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Table A-I7

Mental Health Need Frequencies o f Sheltered Homeless Women (N=S01
Variables

Frequency

%

Pmfesannal Hein Snimht for Dffiîcuhv Manacrincr T.h/es
Yes

17

34

No

31

62

lEstorv of Treatment for Substance Abuse (Drucs. Alcoholi
Yes

6

12

No

44

88

Emotional

12

75

Nervous

6

37

Psychiatric

6

37

Drugs

3

19

Alcohol

3

19

SnenLTime in Overnight Treatment Crater
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Table A-18
Dental Health Needs Frequencies o f Sheltered Homeless Women (N=501

Variables

Frequency

%

Women’s Access to Toothbrushes
Women Who Have Access

48

96

Women Who Do Not Have Access

2

4

Women Who Floss

15

30

Women Who Do Not Floss

35

70

0-1

20

43

1-5

15

32

5-10

4

9

10-15

2

4

15-20

I

2

Never

1

2

Nfissing

3

6

Women Who Floss Their Teeth

Years Since Last Dental Visit
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Table A-19
Dental Problems o f Sheltered Homeless Women fN=S01

Variables

Frequency

%

Loose Teeth

9

23

No Loose Teeth

31

77

Broken Teeth

21

47

No Broken Teeth

24

53

Missing Teeth

34

76

No Nfissing Teeth

11

24

Noticeable Wear

27

60

No Wear on Teeth

18

40

Bridge/Dentures

15

36

No Bridge or Dentures

27

64

Bleeding Gums

16

33

No Bleeding Gums

33

67
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Table A-20

(N=50)

Variables

Frequency

%

Alcohol Consunmüon
Consumes Alcohol
Does Not Consume Alcohol

42

84

7

14

Number o f Drinks Consumed Per Month fn=331

0-2

13

39

>2-5

6

18

>5-7

8

24

>7-10

2

6

10-15

2

6

15-20

2

6

Used in Past

5

10

Has Not Used in Past

45

90

Past Drug Use <TV or Street Drugsl
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Table A-21
Negative Risk Factor Frequencies o f Homeless W omen-Sexual Behaviors 1N=501

Variables

Frequency

%

Number of Partners in Last Ten Years fn=40I
0-1

15

38

2-3

14

35

4-5

4

10

6-7

2

5

200+

1

3

Historv of Sexuallv Transmitted Disease in Past (vf=T\
Genital Herpes

2

29

Syphilis

2

29

Pelvic Inflammatory Disease

1

14

Vaginal Warts

2

29

Negative

30

60

Positive

0

0

N/A

1

2

Missing

19

38

Results o f HTV Testing

Note. Mean 2.5 Partners in the last ten years with the exception o f200+.
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Table A-22
Negative Risk Factor Frequencies o f Homeless Women—Sexual Victims tN=46)

Variables

Frequency

%

Victim o f Sexual Assault

21

45

No Sexual Assault

25

55

Victim of Sexual Molestation

18

38

No Molestation

29

62

Victim o f Sexual Harassment

21

45

No Sexual Harassment

25

54

Victim o f Incest

6

13

No Incest

40

86

Violence in Reladonshÿs

19

39

No Viofence m Relationsh^

29

61

Fears Partners

9

18

No Fear of Partners

41

82
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Table A-23
Negative Risk Factor Frequencies o f Homeless W omen-Criminal History (N=501

Variables

Frequency

%

Arrest Historv Since Age Eighteen
Arrested as an Adult

12

24

No History o f Arrest

38

76

Contempt of Court

1

8

Disturbing the Peace

1

8

Domestic Violence

1

8

Reasons for Arrest

DUI

25

Drug Possession

1

8

Forgery

1

8
25

Prostitution
Trespassing

1

8

Warrant

1

8

Missing

1

8
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Table A-24

Negative Risk Factor Frequencies of Homeless Women—Victim of Crimes (N=50^

Varmbles

Frequency

%

Victim of Crime in Last 6 Months
Yes

10

20

No

40

80

Assault

1

9

Burglary

I

9

Domestic Violence

1

9

Lewd Attack

1

9

Rape

1

9

Robbeiy

6

54

Victims of Which Types o f Crime
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Table A-25
Positive Risk Factor Frequencies of Homeless Women-Female Health Maintenance

û^m
Variables

Frequency

%

Pap Smear in Last Year

22

44

No Pap in Last Year

23

46

History of Abnormal Pap Smear

16

33

No History of Almormal Ptq>

32

67

Mammogram Obtained in Past

28

56

No History of Mammogram

22

44

Mammogram in Last Two Years

13

46

No Mammogram in Last Two Years

15

54
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Table A-26

rosmve kisk racior rrequencies or &neaerea Homeiess women-aocia: Haims ii\=3ui
Variables

Frequency

%

Exercise
Yes

32

65

No

17

35

Walking

26

81

Sk-Ups

1

3

Exercise Routine

1

3

Swim

1

3

Yes

40

80

No

10

20

Active Sports

13

24

Leisure Sports

3

6

Sedentary Activities

25

47

Crafts

12

23

Type of Exercise

Hobbies

Types of Hobbies
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Table A-27
Relationship Between Health Rating and Number o f Health Problems fN=SO^

Health Rating
# o f Health
Problems

Excellent

Good

Fair

Poor

25

4.5

5.0

11.5

19.0

50

8.0

10.0

16.5

24.0

75

16.5

16.5

24.25

28.0
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Table A-28
Spearman’s Ao Correlations (N=SO)
Spearman’s^rho Correlations Between Health Problems and Medical ffistorv
Variables

Overall Health Problems
r

P

Number of Health Problems

.515

.01

Review of Systems

.470

.01

Past Medical History

.428

.01

Female Health History

.403

.01

Speaman’s Ao Correlations Among Medical Hstory
Past Medical History and
Review of Systems

.608

.01

Past Medical BBstory and
Female Health HQstory

.414

.01

Review of Systems and
Female Health History

.381

.01
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Table A-29
Relationship Between Length o f Time Homefess and Number o f Health Problems

Number o f Heahh Problems
Months Without a Home

0-10

10-20

20-30

30+

0-2

10

10

6

1

2-4

2

2

0

0

4-6

1

1

1

0

6-8

0

0

1

1

10-20

0

3

1

1

20-30

1

1

0

0

30-40

1

0

0

0

40+

0

0

0

1
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Table A-30
Relationship Between Negative Risk Factors and Number o f Health Problems

Number of Heahh Problems
Sum of Negative Risks
0-10

10-20

20-30

30+

0-2

2

2

0

0

2-5

7

4

2

1

5-7

5

7

3

1

7-10

3

1

3

1

10-12

0

1

1

0

12+

0

0

1

0
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Table A-31
Nonparametric Tests
Spearman’s riio Correlations Between Health and Risks fN=49^

Overall Health and Negative Risk Factors

-J258

.01

Overall Health and Positive Risk Factors

-.409

.01

Pearson’s Correlation Between Health Problems and Risks
r
Number of Health Problems and Negative Risks

.175

223

Number o f Health Problems and Positive Risks

.022

.879

Positive Risks and Negative Risks

214

.136

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

85

^)pendixB
Consent Forms and Instruments
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HEALTH NEEDS
QUESTIONNAIRE

by

Mary E. Gauthier, RN, BSN
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Thank you for particq)adng in this study. This questionnaire
contains three parts. It is inqmrtant that you conq>lete all three parts.
The first part is a section about your background. The second part is a
history of your homelessness. The third part is a health hKtory.

PART I Background Information
What is your age?______
Marital Status: Circle one:
married single divorced widowed separated
Race: Please circle one:
Caucasian/ White
Black
Latino, Chicano, Mexkan-American, Hspanic
Asian
Native American
other_____________________________
Highest grade completed in school: Please circle one:
8th grade or less
some high school
high school dÿloma or GED
technical/ vocational school degree or certi&ate
some college
degree from two-year institution
college bachelor’s degree
master’s, PhD., or professional degree
Other
______
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Circle one: Are you:
Employed fiiU time
Employed part time
Unenq)loyed, looking for work
Unenq)loyed, not looking for work
Tençoraiyjob
Retired
Disabled
Other
If unemployed, how did you lose your job?
Quit previous job
Fired
Laid off
Discharged from service
Physical disability
Medical problem
P^chiatric problems
Drug or alcohol problems
Business foiled
Other
If unemployed, how long have you been without a job?
W eek
Months
Years
Do you receive any public assistance or welfore benefits?
Yes
No
If yes, which ones? Circle all that applÿ:
County Welfore
Social Security
Social Security Disability
Food Stamps
Unemployment
AFDC/Welfore
Other
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Where does most o f your money come from?
No m on^
Job
Social security
General assistance welfore
Pension
Alimony
Panhandling

Famify
Selling blood/ plasma
Prostitutk>n
Other
What is your usual monthly income?
Approximate^ how long have you lived in the Las Vegas area?
________ Years_________ Months________ Weeks________ Days
In vdiich city and state did you live before you moved to the Las Vegas area?
city

state

How long did you live in that city?
Why did you move to Las Vegas?
Job/ looking for work
Family/ fomify problems
Traveling through/ stranded
Weather
Health
Welfore
Other
Do you have any children?
Yes
No
If yes, how many?_______
Are they with you now? Yes

No
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What are your children's ages and genders?
F
Chfldl M
age
F
Chad 2 M
age
F
Chad 3 M
age
F
Chad 4 M
age
F
Chad 5 M
age

In W at area do they live? Chcle one:
Las Vegas
Otter parts o f Nevada
Out of State
With whom do your children live?
You, the mother
Child's other parent or step parent
Child's grandparents
Foster home
Institution
On their own
Don't know
Other
Do you have adult relatives living in the Las Vegas area?
Yes
No
If yes, what is their relationshp to you? Circle ALL that ppty.
Parent
Aunt/ Uncle
Grandparent
Brother/ Sister
Son/Daughter
Other
______
_________
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PART n Homelessness History
What is the main reason you don't have a place to live?
No money/ not enough money
State of the economy
No job
Famify crisis
Drinldng/ drugs
No welfore/ welfore problems
P^chiatric problems
Divorce/ separation
Victim of robbery
Other__________________________________
How long have you been without a home?
Have you ever been homeless before this episode? Circle one:
YES
NO
PART m Health History/ Risk Factors
How would you rate your overall health?
Circle one:
Excellent
Good
Fair
Poor
Do you have any health insurance or Medicare?
Yes
No
Over the last two months, were you sick or dkl you have any accidents.
Yes
No
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Do you have a chronic or recurring Olness?
Yes
No
If you answered yes to the above question, what is/ are the iDness(es)?

Have you ever been seen by a doctor or any other professk>nal because of difficulties in
managing your life?
Yes
No
Have you ever been seen by a doctor or any other professional because of drinking or
drug problem?
Yes
No
Have you ever been hospitalized or stored in a treatment center overnight for psychiatric,
nervous, or emotional reasons, or because o f drugs or alcohol
Yes
No
If you answered yes, for vimt reason were you treated? Circle all that appty: P^chiatric
Nervous
Emotional reasons
Drugs
Alcohol
Have you ever had beer, wine, or other alcoholic drinks?
Yes
No
If yes, how many drinks do you have per day, week, or month?
______________ drinks per (Circle one) day week month
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Review of Systems
Do you current^ have any of the following:
Circle all that app ^
frequent headaches
double or blurred vision
glasses/ contacts
hearing loss/ ear trouble
sinus problems
sore throat/ problems
chest pain
trouble breathing
leg swelling
numbness/ tingling
dizzy spells
fainting
abdominal pain
indigestion
constipation
diarrhea
weight gain
weight loss
rectal bleeding
anxiety
crying spells
depression
fotigue
sleepkssness
severe worrying
other psychiatric problems
What medicines do you take regular^?

What medicines are you allergic to:_
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For

reasons have you been hospitalfoed?

What surgeries have you had?_
At which mental health centers have you received treatment?

Past Medical IBstory
Have you ever had any o f the following: Circle onfy those that appty:
dental problems
high cholesterol
glaucoma
heart murmur
anemia
heart disease/attack
blood disorders
high blood pressure
chicken pox
varicose veins
frequent colds
gallbladder problems
diabetes
hepatitis/ jaundke/ liver problems
dphtheria
hernia
malaria
hemorrhoids
measles
kidnQr problems
mononucleosis
stomach problenms
munps
stomach ulcers
rheumatic fever
arthritis
sickle cell anemia
back problems
thyroid problems
broken bones
tuberculosis
foot problems
typhoid fever
joint disease/ injury
cancer
seizures/epilepqr
leukemia
parafysis
stroke
tumor
asthma
alcoholism
substance abuse
bronchitis
depression
pneumonia
psychiatric illness
obesity
AIDS/HIV
sexua% transmitted infection
other
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Ifos your doctor, your clergy or any other professional ever said that you were drinking
too much for your own good?
Yes
No
Have you ever had job or school trouble because of drinking? For exanple, missing too
much work or drinking on the job.
Yes
No
Have you ever been arrested since age 18 for anything other than trafSic violatfons?
Yes
No
If yes, ^^diat were you arrested for?

During the last six months, have you been the victim of a crime? For exanple, have you
been mugged or robbed?
Yes
No
If yes, what crime or crimes have you been a victim of during the last six months?

Is there anything else you want to say about yourself and your present situation?
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Female Health History
Do you bave any of the following: Circle all that pply:
Recurring urinary tract infections
difihculty urinatmg
loss of urine
vaginal discharge/ infections/ sores
pelvic pain
nausea
pain during intercourse (sex)
pain after intercourse (sex)
breast lumps
breast discharge
Do you examine your breasts for hmps?
Yes
No
If yes, how often?________________
Have you ever had a mammogram?
Yes
No
Date of last mammogram_
Was it normal?
Yes
No
N/A
Date of last Pelvic exam____________
Date of last P p smear______________
Was it normal?
Yes
No
N/A
Have you ever had an almormal Pap smear?
Yes, iMien?_______________
No
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Age at first period_
Last period started
How often are your periods? Every_______days
How long do tbQT last? __________ d ^
How maiy pad/ tampons do you use on your heaviest days?_
Do you experience cramps? Yes
No
If yes, how do you treat your cramps?

Do you bleed between periods? Yes
Have you missed a perkxl latefy? Yes

No
No

Have your periods stopped or are you in menopause? Yes

No

Choose all that appfy:
Do you have PNGS including:
depression
weight gain
headache
irritability
breast tenderness
increased appetite
Do you use douches, deoderant tampons, or feminine hygiene sprays?
Yes
No___
If yes, which ones?_________________________________
Are you sexualfy active? Yes
No
How often do you usuaify have sex__________
Last intercourse
Any pain during intercourse (sex)? Yes
Any pain after intercourse (sex)? Yes

No
No__
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Any bleeding after intercourse (sex)? Yes
No_
Age at first intercourse?________
How many partners in last 10 years?_________
Do you use birth control?
No
Yes, what method_
Are you pregnant now?
No
Yes, bow many weeks
Have you ever been pregnant?
No
Yes, How many bom alive_
FOI in approximate dates if expropriate;
Miscarriages____________________
abortions_______________________
s t i l l b i r t h s _____________
Number of C-sectk>ns
When did your last pregnancy end?_
Did you have any problems durn% or after your pregnancy?
No
Yes, exqplahi_______________________________
Do you plan to have children in the future?
Yes
No__
Please check yes or no as expropriate:
Have you ever been sexual^ moksted? Yes_____ No_
Have you ever been sexually assaulted? Yes_____ No
Have you ever been sexualfy harassed? Yes
No_
Have you ever been a vfctim o f incest? Yes_____ No_
Is there violence in any o f your relationshps? Yes
Do you ever feel unsafe with your partner? Yes

No_
No__
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Dental Health
Last dental visit?
Do you have any of the following; Please check.
loose teeth Yes
No__
broken teeth Yes
No
missing teeth Yes No
noticeable wear on teeth Yes
No
bridge or dentures Yes
No
clicking jaws Yes
No
Do you grind your teeth? Yes No___
Have you ever had braces? Yes No___
Can you chew on both sides o f your noouth? Yes
Do you like your smDe? Yes
No
Do your gums bleed? Yes
No
Are your gums painful? Yes
No
Are your gums swollen Yes
No

No

Does any o f the following cause tooth discomfort?
hot Yes
No
cold Yes
No
sweets Yes
No
chewing Yes
No__
Do you have your own tooth brush? Yes
No
How often do you brush your teeth?____________
Do you floss your teeth? Yes
No
If yes, how often?________________
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Self-Care
Do you smoke? Yes
No
If yes, how much?________
Do you drink alcohol? Yes
No
If yes, how often?____________
Do you use recreatk>nal or street drugs? Yes
No_
If yes. Last use__________ How often do you use?_
Have you used/ Do you use IV drugs? Yes
No
If yes. Last use?____________________________
Do you exercise? Yes
No
Type of exercise?_________
How often do you eat a balanced meal?_
Do you drink coffee, tea, or colas? Yes
No
How much per ôsc/î____________________
If you work, what is your occupation?_
What are some of your hobbies?____
When you need to talk, with whom do you speak?_
What is their relationship to you?_____________
Have you been exqxosed to HIV/ AIDS? Yes
No
Have you ever been tested for HIV/ AIDS? Yes
No_
What were the results?__________________ Date__
Have you ever had urprotected sex? Yes
No
Have you ever had a sexually transmitted infection? Yes
No_
If yes, which one(s)/ dates?___________________________
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NP Pl^sical Assessment Form
Date
Age_

ID #
Ht

Wt

Allergies

R

B/P

R L

Current Medkatfons

Subjective:
Chief Complaint:
BQstory o f Present Illness:

C/O:
Hisory of Present Illness:

C/O:
History o f Present Illness:

Past Medical ICstory:

Social History:

Smoking
ETOH
Drug Use
Cardiovascular risk: Inactivity
Obesity

HIV risk
Excess Dietary Fat

Famify History:

Father: CA DM Heart disease TB_
Mother: CA DM Heart disease TB
Sisters: Brothers: Aunts:
Review of Systems:_
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Objective:
General
Skin
HEENT
Puhn.
Cardkc
Abdomen
Vascular
Ext
Mus/Skel
Nemo
Dental

N Ab (N=Noimal Ab=Aboormal)
affect _________________
vision

Nfini Mental Status Exam
Orientation (1-5)
time
(1-5)
place
R%istration (1-3)____
Attention & Cakulaton (1-5)
Recall (1-3)____
Name it (0-2)
Repeat (0-1)____
Command (0-1)
Read (0-1)___ "
Write (0-1)___
Copy (0-1)____

Dental: NGssing/ Painful Teeth

L

R.

Total
alert

drowsy

stupor

Assessment:

Plan:
Referral
Recommendations:

Exercbe
Low fet diet
Smoking cessation
Decrease ETOH
Drug Counsel

1.
2.

3.
4.
Provider
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May, 1998
Dear Partîcÿant,
I am a registered nurse. I am also a graduate student at the University of Nevada,
Las Vegas. I am conducting a stucfy to find out the health needs of homeless women in
Las Vegas. By doing this, I am also completing requirements for a master’s degree. I am
inviting you to particqiate in the study as part o f this research project.
There are two parts to this stucfy. The first part is a questionnaire, vfofoh asks you
about who you are, your homelessness history, and your health. The second part is a brfof
plqrsical examination viiich will be done by myself The form should take approximate^
30 minutes to conqilete. The physical exam should also take up to 45 minutes.
Benefits for you include the security of having the information collected here at the
shelter. Basic screenings wiH be done such as blood pressure checks. I will be working
with the Community Health Center, so if you have any minor problems, I will be able to
refer you to them for help. If you have more serfous problems, we can refer you to see a
doctor or to the Emergencty Room at University Medical Center. The university wiH not
subsMize any treatment as a result o f findings in the stutty. Based on findings of this
study, the shelter and the Community Health Center may be able to receive more money
which would inqnove programs for homeless persons.
I know that the information you may give is personal and private. Any information
you give to me wiU be held in strict confidence. Your name wiH not q>pear on aity o f your
records so that no one wiU be able to trace you.
You will receive five dollars after your assessment is conq>leted. That is a small
gesture of thanks for your time and troubfe.
Your participation in this study is completety voluntary and you may withdraw at any
time. If you have any questions about this study, you can contact me through the UNLV
Department of Nursing at (702) 895-3360. If you have any questfons about your rights as
a research particqxmt, you may contact the UNLV OflSce o f Sponsored Programs at (702)
895-1357.
Sincerely,
Mary E. Gauthier, RN, BSN
UNLV Graduate Student
Department o f Nursing
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Participant Informed Consent
I have been made aware o f a stucty being done \sy Mary E. Gauthier. I understand
she is a registered nurse and a graduate student at the University ofNevada, Las Vegas.
The purpose of her study is to determine the health needs o f sheltered homeless women in
Las Vegas.
There are two parts to this stmty: a questionnaire, which asks about
I am, a
homelessness history, and my health history. The second part is a bri^pfaysical
examination performed by Ms. Gauthier, RN. The form should take less than 30 minutes
to complete. The physical exam should also take about 30 minutes.
Benefits ofthe stucty include the security ofhaving the information collected at the
shelter. Basic soeenings such as blood pressure checks will be done. If I have any minor
problems, I will be referred to the Community Health Center for assistance. If there are
more serious problems, the I will be referred to a doctor or to the Emergency Room at
University Medical Center.
I understand that any information given is personal and private. Any information
given to Ms. Gauthfer will be held in strfet confidence. My name will not be on any
records, so no one will be able to trace me.
I understand that I wiU receive $5.00 upon completion o f ny physical

I am aware that particqxation in this study is conqtktety voluntary and I may
withdraw at ary time. If I have any questions about this stiuty, I can contact Ms. Gauthier
through the UNLV Department o f Nursing at (702) 895-3360. I also understand that if I
have any questions about my rights as a research particq)ant, I may contact the UNLV
Of&e o f Sponsored Programs at (702) 895-1357.
I have been given copies of all the forms which will be used and agree to their
content and usage in this study. I am fulty aware of the procedures of this study.
Signature_________________________________________ Date_
Witness

Date
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Pennissioii to Quote Copyrighted Material
I,
ESTRELLA. B. DAVEMPORT__________________, representative o f Mosby-Year
Book, Inc., holder of copyright material entitled a conceptual framework for nursing,
hereby give permission to graduate student Mary E. Gauthier to quote in her master’s
thesis that portion of the above described work which is indicated in the attached
xerogr^hic copy.
I also permit the quoted material to be included in copies o f the completed thesis
submitted to University Microfilms, Inc. frir microfilm reproduction. I understand that
proper scholarly citation wiU be adhered to.
April 14, 1998

Date

Signature
Estrella B. Davenport

Name (printed) Manager, Library services ànd PetMLsslons
Mosby, Inc.
11830 Weatline Industrial Dr.
St. Louis, MO 63146

Address

Prom Orem DE: Nursing: Concepcs

of Practice, ed 4, St. Louis, 1991,

Mosby, Inc.

Preferred credit line, if any
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Permission to Use Copji^hted Material

I, Richard H. Ropers, holder of copyright on material entitled Basic Shelter Interview
Schedule authored by Richard H. Ropers and or%inalIy published in Social Science and
Medicine, (1987) VoL 24, No. 8, p. 669-687, hereby give permission for the author to use
the above described material in total or in part for inclusion in a master’s thesis at the
University o f Nevada, Las Vegas.
I also agree that the author may execute the standard contract with University Microfilms,
Inc. forjpiqoform reproduction of the completed thesis, indutfing the materials to which I
hold I

Signature

Name (typed)

Representing
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20 April 1998
Mary E. Gauthier and
Susan Kowalski
Depeurtnent of Nursing
4505 S. Maryland Parkway
Las Vegas N V 89154
Dear Dr.Kowalski and Ms. Gauthier:
The Department of Nursing Human Subjects Rights Com m ittee met and
approved your proposal ” Health care needs of sheltered homeless
women" with revisions. See Dr. Kowalski's notes. After completing
the revisions, you may take your proposal t o the university Office
of Sponsored Programs for their consideration.
The Committee wishes you well in completing it. If any of the
above is not clear or you wish to discuss any of the points
please do not hesitate to call myself or amy of the other
committee members.
If you make any major change in your project please notify the
Committee.
Sincerely,

Louis
arson
Subjects Rights Committee
of Nursing, UNLV

Department of Nursing
4505 Maryland Parkway • Box 453018 • Las Vegas, Nevada 89154-3018
(702) 895-3360 • FAX (702) 89&4807
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PROTOCOL FORK APPROVAL SHEET
FOR RESEARCH INVOLVING HUMAN SUBJECTS
Log Number:

6 -1 9 9 8 _______________

Title of Project:
Health caure needs of sheltered homeless women
Investigator: ______ Mary E. Gauthier
Susan Kowalski
After reviewing this proposal, the members
of the Department of Nursing, Human Subjects Rights
Review Committee have indicated below their approval/disapproval of
this proposal.
Signature of Committee Members

Approve

Disapprove

^

__________

Qj UlèA^

The above named project
one) .
Date:

StO

É pîî/

is hereby

Commi

isapproved

(circle

Signature
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DATE:
TO:
FROM:

May 5, 1998
Mary E. Gauthier (NUR)
M/S: 3018
/ ^ Ç r . Lawrence Golding
Q Chair, Biomedical Sciences Committee

UNLV Institutional Review Board
RE:

Status of Human Subject Protocol
entitled:
"Heêü.th Care Needs of Sheltered Homeless Women"
OSP #501sQ498-017b

This memoramdum is official notification that the protocol for
the project referenced above has been approved by the Biomedicaü.
Sciences Committee of the Institutional Review Board.
This
approval is approved for a period of one year from the date of
this notification, and work on the project may proceed.
Should the use of human subjects described in this protocol
continue beyond a yesur from the date of this notification, it
will be necessary to request an extension.
If you have any questions or require any assistcuice, please
Marsha Green at 895-1357.

cc: S. Kowalski (NUR-3018)
OSP File

Office of Sponsored Programs
4505 Maryland Parkway • Box 451037 • Las Vegas. Nevada 89154-1037
(702) 895-1357 • FAX (702) 895-4242
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VACANT
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DEPARTMENT OF HUMAN RESOURCES

HEALTH DIVISION
PRIMARY CARE DEVELOPMENT CENTER
505 E. King S treet, Room 203
Catson City. Nevada 89701*4761
Telephone: (702) 687-1871
•
Fan: (702) 684*8073

March 26,1998
Mary Gauthier
2618 Pebblegold Ave
Henderson, NV 89014
Dear Mary:
The Nevada State Health Division, Primary Care Develo{Hnent Center is pleased you accepted a
placement in the Nevada's NHSC Fellowship Network Project As per your Student Agreement
I have enclosed a check in the amount of $350.00 (check #2206 piq ^ le from the account o f
Great Basin Primary Care Association).
Please note that a copy o f the project paper (Healthcare Deficits o f Sheltered Homeless Women)
must be in the Primary Care Development Center’s office (or postmarked) no later than June 30,
1998. Grant guidelines require that all deliverables be received within ninety days o f the grant
year close.
I have enclosed a name card so you will have a ready reference to the address. If you have any
questions or if I can be of any further assistance, please contact me at (702) 687-1871.
Sincerely,

Gary J. Little
Health Resource Analyst II
Primary Care Development (Center
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